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BLOOD-GROUP TESTS IN DISPUTED 
PATERNITY 


A REPORT OF 50 CASES 


By Davip Hartey, B.Sc., M.B. Edin., F.I.C. 
ASTHMA RESEARCH COUNCIL FELLOW; ASSISTANT PHYSICIAN 
TO THE ASTHMA CLINIC, INOCULATION DEPARTMENT AT 
ST. MARY’S HOSPITAL, LONDON; AND 


G. Rocue Lyneu, 0.B.E., M.B.Lond., D.P.H., F.1.C. 


SENIOR OFFICIAL ANALYST TO THE HOME OFFICE ; DIRECTOR OF 
THE DEPARTMENT OF CHEMICAL PATHOLOGY AT THE HOSPITAL 


Tue application of blood-group tests in medico- 
legal problems involving disputed blood relationship 
is based on the fact that the blood-group of every 
person is determined solely by the blood-groups of the 
parents, in accordance with certain well-defined laws 
of heredity ; hence, if the blood-groups of a certain 
man and his alleged child are at variance with these 
laws, that man is not the father of the child. Such 
questions of paternity may arise in simple affiliation 
cases or in divorce proceedings. Alleged cases of 
substitution of one child for another, of false maternity 
—i.e., a woman exhibiting another woman’s child as 
her own—and of the accidental interchange of infants 
are further examples of cases in which blood-group 
tests may be applied. 

The blood-groups are characterised by the well- 
known A-B-O and M-N systems of agglutinogens, 
which together define twelve blood types. 


The value of the A and N subgroups and other rarer 
agglutinogens in further differentiating the group 
systems has been demonstrated by numerous in- 
vestigators, but in medicolegal work their use is as 
yet hardly justified until laboratory methods for their 
identification can be placed beyond criticism. The 
secretor factor too will undoubtedly be used for this 
purpose, but further confirmation of its significance, 
though in our opinion established, may still be desired 
by the ultra-cautious. utilisation of these 
factors would increase the subdivisions of blood- 
groups and consequently the percentage of exclusions 
possible in cases of disputed paternity. 


The theory of the inheritance of blood-groups is fully 
covered in the standard textbooks, such as Wiener 
1935, and has been discussed in our earlier papers 
(Harley 1938, Harley and Roche Lynch 1937), but it 
may be summarised as follows :— 


(1) The agglutinogens A, B, M, and N cannot appear 
in the blood of a child unless present in the blood of 
one or both parents. 

(2) A group-O parent cannot have a group-AB 
child, and vice versa ; a group-N parent cannot have 
a group-M child, and vice versa. 


LEGAL EVIDENCE OF BLOOD-GROUPS 


The result of the test in a case of disputed paternity 
is either ‘“‘non-paternity established’ or “ non- 
paternity not established.” Non-paternity is estab- 
lished when the blood-groups of the man, woman, and 
child are at variance with the laws of inheritance of 
blood-groups, thus disproving the alleged paternity. 
If, on the other hand, the blood-groups of the three 
persons are compatible with the laws of inheritance, it 
means merely that the man is a possible father, but 
not that he is the father, because any other man of 
the same blood-group might equally well be the father, 
so far as the test is concerned ; hence this result of 
the test does not assist in solving the question of 
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paternity. In ether wente, ‘the test may establish the 
innocence of a man accused of paternity but can never 
prove that he isthe father. It follows, therefore, that 
the test can never assist the mother in an affiliation 
case ; on the-other hand, it can never harm a genuine 
claimant. Statistically, the test is capable of estab- 
lishing the non-paternity of men falsely accused 
in about a third of the cases. The chance of 
proving non-paternity varies with the blood-group of 
the accused, being highest (2 in 3) in men of group 
ABN and lowest (1 in 13) in group AMN. In practice 
it may be desirable to test the man first, to ascertain 
his chances, before pressing for an examination of the 
mother and child. 


RESULTS OF 50 TESTS 


The results of blood-group tests in a series of 50 
cases of disputed paternity are presented in the 
accompanying table. Most of these cases were 
affiliation cases in which legal proceedings had been 
instituted or were pending. From the statistical 
standpoint the number of cases is too few for general- 
isations, but they are our results to date and we 
present them for what they are worth. In the 8 cases 
in which non-paternity was established evidence of 
the blood-group test has been given in court only 
once, the other cases being dropped by the plaintiff’s 
legal adviser. as the result of the test. 


RESULTS OF BLOOD-GROUP TESTS 


Results of blood test 


No of cases ee — — 
Non-paternity established Non- paternity not 
50 8 42 


Basis of result in established cases 


A-B-O system M-N system 


Both systems 
3 4 1 
DISCUSSION 


The expected rate of establishment of non-paternity 
based on the assumption that all the men are falsely 
accused, is approximately 32 per cent. (Wiener 1935). 
The rate in the present series is 16 per cent., a figure 
which suggests that half the men were falsely accused 
and that half were in fact the fathers. It is not claimed 
that the percentage of false accusations is likely to be 
so high in the 5000 affiliation cases heard in the 
courts in England and Wales each year, for in many 
cases the paternity is not in dispute but merely the 
amount of compensation to be paid ; yet the number 
of men who go to prison instead of paying for the 
support of children which they believe not to be theirs 
suggests that the percentage of false accusations is by 
no means negligible. The hearing of these cases often 
takes up much of the time of our courts, and the 
difficulties of adjudication without injustice are well 
known. It is therefore proposed that, in all cases 
where the defendant denies responsibility, proceedings 
should be adjourned for a blood test, which, if in 
favour of the defendant, will stay further proceedings ; 
but, if it is inconclusive, the adjourned hearing may 
be resumed. This procedure would result in much 
saving of time and money. Apart from the evidence 
of non-paternity afforded by the test in a third of the 
false accusations, the more general use of the test 
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would probably lead to a reduction in the number of 
cases coming to court, because a woman making a 
false claim would fear the possible consequences of a 
blood test. On the other hand, a genuine claimant 
would have nothing to fear in submitting to a test. 

The chief obstacle to the more general use of the 
test in this country undoubtedly is the lack of legisla- 
tion enabling the courts to order the performance of 
the test. At present the woman has nothing to gain 
by submitting her child and herself to a blood test, 
and, since the courts have not the power to order her 
to do so, it is in her own interests to refuse to undergo 
a test, unless she is certain that the defendant is the 
father of her child. The caution with which new 
tests of this type are approached by our legal authori- 
ties is perhaps desirable, but the certainty of the test 
suggests that the time is now ripe for its place in 
British legislation. The first steps in this direction 
have been taken by Lord Merthyr, whose Bastardy 
(Blood Tests) Bill successfully passed the select- 
committee stage in the House of Lords last year. 
Their lordships reported as follows : 


“The Committee are unanimously of the opinion 
that the qualities of blood underlying blood grouping 
and the laws of inheritance governing the trans- 
mission of these qualities from parents to children are 
accepted by such a consensus of scientific opinion 
throughout the world as to render it desirable in the 
interests of justice for this knowledge to be applicable 
to affiliation cases.”’ 
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THE FIRST YEAR 
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11—Infant Death-rates at Home and Abroad 

YEAR by year the infant death-rates are published 
for England, Scotland, and Ireland and for their 
smaller administrative units of burghs and rural 
districts. And, as the general trend of the figures is 
downwards, official satisfaction is expressed, and the 
press passes on the good news to the people. It is 
easy to make out a good case for this side of our 
public health by looking at our own figures forty years 
ago or by quoting the figures of other countries which 
today are far higher than ours. But it is much more 
profitable to look at some countries in Europe, 
America, and Australia which are now producing 
infant death-rates far lower than ours. In this paper 
I propose to do this, examining the figures for Britain 
as a whole and for regions and towns within it and 
setting these figures alongside those of Holland and 
Sweden in Europe, the United States of America, 
Australia, and New Zealand. I shall then examine 
and compare the medical and nursing services in our 
own and these selected countries, which attempt to 
control and reduce infant deaths. 

Statistical fallacies.—At the outset we must be on 
guard against the risks and fallacies in the use of 
figures. If national infant death-rates are to be 
compared, can we be satisfied that the figures are 
comparable ? Neonatal death-rates, which always 
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form a large part of the total infant death-rates, are 
liable to special fallacies, owing to the closely asso- 
ciated group of deaths from stillbirth. If infants who 
live only a few hours are registered as stillbirths, the 
total of neonatal deaths will be reduced. Again, 
the lower limit of viable birth is variable ; hence in 
some hospitals and some countries these deaths of 
very premature babies 
are counted as abor- 
tions, and in others as 
stillbirths or neonatal 
deaths. But the general 
use of a separate 
neonatal death-rate is 
a check and safeguard 
against these possible 
fluctuations in the 
neonatal death-rates. 
And it is now quite 
common to have official 
figures for deaths in the 
first day after birth and 
for each week of the first 
month; this further 
subdivision allows a re) 10 20 30 40 50 60 70 80 


stricter and still safer rn ‘ 
comparison. Further, Fie. 3—Death-rate of infants 
the countries and towns during the first year in 
which I have selected for selected national states. 
examination have all (1937) 

paid great attention to 

neonatal deaths and to their reduction, and their 
neonatal death-rates are most unlikely to contain 
errors of the kind described. In the figures which will 
be given we may be satisfied that they have been care- 
fully collected and are comparable, The interpretation 
or explanation of differences between the figures, say 
for England and Australia, is another matter. 

Fig. 3 shows the death-rates for the whole first year, 
for selected national states. The broad results are seen 
in the length of the columns. England is better than 
Germany and France, but Scotland is a good deal 
worse. The group of European countries that show 
a substantial lead over England are Sweden, Holland 
(shown in fig. 3), Norway, and Switzerland. The 
United States are now ahead of England and are 
likely to keep-in front. Australasia leads the world 
and is not likely to lose the first place. The rates 
shown in the chart are for 1937, except in the case of 
Australia and New Zealand, where the rates are an 
average of 1936-38; England has a respectable 
middle position on this international list ; Scotland 
takes the lowest place. 


NEW ZEALAND 





DEATH-RATES IN REGIONS AND TOWNS IN BRITAIN 
AND BEYOND 

A closer examination of infant death-rates in 
Britain will be assisted by reference to fig. 4. In 
Britain four regions are taken; and for each the 
death-rates for the first month and for the first year 
are shown together in single columns. This regional 
survey of Britain, passing from south to north, is 
followed by a selection of five British towns with the 
same distribution. Infant death-rates in four towns 
outside Britain, two in the old world, two in the new 
are also shown; they are remarkably low and surely 
deserve comparative study. All these rates are for 
1937, except those of Adelaide, which are for 1936. 

Industrial north of Britain.—This survey of Britain, 
both in regions and in their larger towns, shows a 
steady rising trend of death-rates from low to high, 
as we travel from south to north, reaching its peak 
in Scotland and in Glasgow. The figures for regions 
are probably more trustworthy, although I have tried 
to select representative and important towns, and 
not because their infant death-rates are particularly 
high or low. The upward trend in the regional 
figures is equally steady both for the first month and 
for the whole year. A line between good and bad 
might be drawn at the Humber, where we pass from 
Britannia Felix to Britannia Infelix. Indeed the 
frontiers of this unhappy tract of Britain are those of 
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the old kingdom of Northumberland, ending in the 
north in the line of Forth and Clyde. The general 
explanation of these high and higher infant death- 
rates as we go north lies in the worse housing con- 
ditions of the big industrial towns and in the wetter 
colder climate. All over Britain the child population 
under a year receives a medical and nursing service 
of a similar standard of efficiency; it is not likely 
that the management of early feeding is really worse 
in the north than in the south. But in the north 
bad houses and a harsh climate expose the ill-fed 
baby far more to respiratory infection ; and it is the 
general experience that pneumonia in young children 
is much commoner in Edinburgh and Glasgow than 
in London and the larger towns of the south. It is 
the prevalence of respiratory infections in the northern 
regions that explains their higher infant death-rates. 
Now we cannot let in the sun or keep out the rain in 
Lancashire and Scotland. The need for better houses 
is accepted, and the long and difficult task of providing 
them is in hand. All kinds of infection within the 
home can be reduced by raising the standard of 
domestic hygiene. But the first and best defence 
against respiratory or any infection is good nutrition 
established in the first month of life by competent 
management of early feeding ; and we can only fortify 
this first line by making our doctors and nurses 
competent to handle the dietetic problem of the infant 
in the first weeks of life. 

Four towns abroad.—The infant death-rates of the 
four towns shown in fig. 4—Amsterdam (Holland), 
Gothenburg (Sweden), Chicago (U.S.A.), and Adelaide 
(S. Australia)—show remarkably low levels. But 
they are not freak or lucky figures; they all come 
from countries that produce low national figures ; 
and, although they are the best, they are closely 
challenged by the other principal towns in their 
respective countries. Stockholm is not far behind 
Gothenburg ; and Oslo in Norway might have been 
mentioned, where, for several years recently, the rate 
has been under 30. The larger towns in Holland all 
show low figures, which account for her present lead- 
ing position among European States. Chicago, one 
of the greatest cities of the world, has got below 40 ; 
but New York City is only a little above that level. 
The principal cities of Australia and New Zealand 
have a record unapproached by any other continent ; 
for Melbourne and Sydney, each with populations of a 
million, show rates only a little under 40 ; and several 
of the New Zealand towns are under 30. According 
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Fic. 4—Death-rates of infants during the first month and 

the first year in British regions and towns and in four 
foreign towns. Stippled area, first month; white area 
remainder of first year, (1937) 
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Fic. 5—Comparison of death-rates of infants during the 
first months and the first year, excluding neonatal 
death-rates, in 1925 and 1937 in Chicago, London, 
Liverpool, and Edinburgh. Stippled area, first month ; 
white area, remainder of first year. 


to Farr’s law, the infant death-rate increases with the 
massing of the population. Farr’s law still holds in 
Britain ; but in parts of Europe, in the United States 
of America, and in Australasia it has now been written 
off the public-health statute book. If we look only 
at our own figures, we seem to have made good pro- 
gress in the last two decades; but, if we compare 
our progress with that of other countries and large 
towns which now lead us, we shall find that they have 
shown a more rapid rate of progress. And, if we are 
to mend our pace, it must be done here as it has been 
done there, by cutting down the high infant death- 
rates in our large cities. Let us look at what Chicago 
has done between 1925 and 1937 and at what has 
been done in the same period in London, Liverpool, 
and Edinburgh. 


TWELVE YEARS OF PROGRESS IN CHICAGO, LONDON, 
LIVERPOOL, AND EDINBURGH 


The death-rates for the first month and the first year 
for these four towns in 1925 and 1937 are given in 
fig. 5. If these figures are comparable, Chicago, in 
the period chosen, has reduced its first-year death- 
rate from 74 to 38 and its first-month rate from 37 
to 25. The first-year rates for London, Live 1, 
and Edinburgh all show some, but not striking, 
improvement, and their neonatal death-rates have 
remained at much the same level. In Chicago a 
carefully planned and active campaign has been 
conducted by the Board of Health, with special 
attention to premature infants, with special organisa- 
tion of nursing and hospital services, and with much 
popular propaganda, And in Chicago, whether by 
coincidence or by consequence, the fall in the neonatal 
death-rate has been followed ‘by a remarkable drop 
in mfant deaths in the succeeding eleven months. 
In Britain during this period there have been no new 
features in our national public-health policy ; our 
child-welfare servicés have been working hard, but 
with no change in their training or direction ; and I 
have not heard of any intensification of municipal 
effort in the great towns where the infant death-rates 
are especially high. In Bristol and some of the larger 
southern towns there has been a greater improvement. 
But the three towns selected give a fair impression of 
the general progress made in Britain during this period 
in lowering our infant death-rates ; and it makes a 
poor showing alongside the record of Chicago and 
New York. London, in view of the great mass and 
density ofits population, carries off the palm in 
Britain, and her neonatal death-rate is satisfactory. 
She might still deserve the praise of the old Scottish 
poet—‘‘ London, thow art the floure of Cities all ’’— 
but only among British towns. 

Infant death-rates fluctuate from year to year, 
rising or falling ; 1938 has been a good year in Britain, 
and the London figures have come down a little more. 
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But in Chicago in 1938 they are down to 34 because 
they are being steadily forced down by a new policy, 
which has been well planned, has already proved 
itself, and inspires enthusiasm in all who carry it out. 


MEDICAL AND NURSING CONTROL OF INFANT HEALTH 
IN BRITAIN AND ABROAD 


The organised effort to protect infant health began 
in the cities (with one remarkable exception); it 
followed earlier measures of sanitary reform and of 
control of the great infectious diseases, and it has 
used one or both of two methods: clinics where 
babies are assembled and their mothers advised 
(usually by doctors); and the visiting and advising 
of mothers in the home by nurses trained in the wel- 
fare of babies. Only a brief and imperfect sketch 
can be given of the different machinery of control of 
infant health in one or two countries that have been 
most successful in solving this problem. 

New Zealand and Australia.—Here the name of 
Dr. F. Truby King stands out. He was an original 
and solitary genius, who created a training school 
for baby nurses out of a stable, sent his pupils, the 
Plunket nurses, into the homes of the people, and ina 
few years brought the infant death-rates in New 
Zealand down into the low thirties. His training 
school was a hospital of nursing mothers after 
delivery, who furnished clinical material for the teach- 
ing of breast-feeding and of bottle feeding both in 
normal and in difficult cases. In Australia the pioneer 
work was being done at the same time, or even a 
little earlier, in Sydney by its medical officer of health 
Dr. W. G. Armstrong, whose inspiration was Pierre 
Budin’s baby clinic (consultation de nourisson); but 
home visiting was added and strongly developed. It 
was only later that the Tresillian Mothercraft Training 
School was established at Sydney, on the model of 
Truby King’s Karitane Hospital. Todayin Australia, 
as in New Zealand, the chief marks of the system are 
the trained baby nurse doing her work in the home ; 
emphasis on breast-feeding and success in securing it ; 
the thorough clinical training of the nurse in a central 
nursing school (one for each state) ; and a useful but 
secondary place for baby clinics. It should be added 
that in Australia more and more attention is being 
paid to the antenatal care of mothers. The results in 
the saving of infant lives are shown in figs. 3 and 4. 

Holland.—Here the system seems different, but its 
principles are the same—the use of special training 
schools for health nurses and their thorough practical 
training. The training of midwives in Holland lasts 
three years. The training of baby-health nurses lasts 
at least two years. The first year is spent in a 
maternity-hospital clinic, and this is followed by 
attendance at a special school for social service and 
finally by apprenticeship at a welfare centre under 
supervision of an experienced nursing sister. This 
thorough training both of midwives and of baby- 
health nurses seems in theory the perfect way. In 

ractice it has brought the infant death-rate in Hol- 
and to a low level, remarkable in itself but still more 
so when the density of the population and the damp 
and misty climate are taken into account. Further, 
this midwife and baby nursing service is welded into 
the whole national medical scheme of hospital teach- 
ing and work and of family practice. It avoids the 
creation of a semi-detached system of training school 
and nursing practice which has sometimes caused 
friction in New Zealand and perhaps also in Australia. 

Britain.—In the development of our infant-health 
service we have followed the lead given by Budin in 
Paris ; and as the main part of our system have set 
up baby clinics, most of these officered by special 
doctors. We have also created a speciai service of 
baby nurses, whose name of health visitors implies 
that they have access to and work in the home. 
But the number of health visitors is few, and their 
duties are varied ; and the supervision of the health 
of the baby in the home is only one part of their 
work. Ip this system the baby clinic is first and work 
in the home second. 


914 THE LANCET] DR, VALENTINE & MR, BUTLER: RECURRENT INFECTION AFTER OSTEOMYELITIS [May 18, 1940 


The training of the medical and nursing personnel 
for the work of the infant-welfare service is faulty. 
For the doctors the course for the diploma in public 
health gives a general training in bacteriology, 
sanitation, and sanitary laws and regulations, but the 
poorest minimum of teaching in infant hygiene and 
dietetics. The health visitor’s course of study lasts 
six to nine months and is again an omnibus pro- 
gramme, including venereal diseases, tuberculosis, 
and fevers, besides infant health and disease. The 
training of the nurse fits her to be a valuable assistant 
to the clinic doctor and to do useful work in the home, 
but it does not enable her to take masterful control 
of the baby’s health and feeding. 

This system has been working in Britain for about 
twenty-three years, and the infant death-rates have 
been dropping steadily down, although not so rapidly 
as before it was installed. From personal experience 
in conducting one of them I have no doubt that the 
clinics, with their medical and nursing staffs, have 
done excellent work and have made a valuable 
contribution in reducing the figures. But I have 
not met a medical officer of health who was satisfied 
with the rate of progress, or who did not feel that 
more could be done. We are attacking a formidable 
problem ; in our attack we employ nurses and doctors; 
and at present they are poorly trained. We can 
improve that training. Other countries, that have 
been more successful than we have been, have given 
special training to the nurse and have put her in the 
first line of the attack. The care of the infant in 
health is the special task of the woman, for which she 
is fitted by nature and instinct. If in Britain we 
would give the health nurse a thorough concentrated 
training for this task, and give her full scope and 
responsibility in carrying it out, we would soon 
quicken the pace of progress. 

In the next and concluding paper I shall outline a 
programme for the better nursing and medical 
control of infant health in Britain. 


TOXOID TREATMENT OF RECURRENT 
INFECTION AFTER STAPHYLOCOCCAL 
OSTEOMYELITIS 
By F. C, O. VALentine, M.R.C.P. 


DIRECTOR OF THE INOCULATION DEPARTMENT AT THE LONDON 
HOSPITAL (NOW E.M.S.); AND 


E. C. B. Butter, M.B. Lond., F.R.C.S. 


ASSISTANT SURGEON TO THE HOSPITAL (NOW E.M.S.) 





ONLY a minority of cases of osteomyelitis show 
recurrence of infection, but 30 patients of this type 
were examined in the wards of the London Hospital in 
less than two years. In the commonest type of re- 
currence the bone does not seem to be affected, but 
pain and tenderness develop either in the track of an 
old sinus or in a fresh site in soft tissues. The lesion 
may subside but usually becomes an abscess. The 
patient is not seriously ill but has a period of ill health 
and is away from work for at least some weeks. 
When the bone is affected, particularly the medulla, 
the condition is more serious and can be as severe as in 
acute osteomyelitis ; but recurrences of this type are 
rare. Ina similar category may be placed patients in 
whom repeated infection takes place at the site of 
war wounds in which the bone has been injured. 
These patients are cared for at government hospitals, 
but 2 were encountered by chance, and permission to 
treat them was obtained. In both of these men re- 
currence had been frequent and had latterly caused 
chronic ill health, and one of them appeared to derive 
so much benefit from injections of toxoid that we 
decided to investigate the degree of immunity pre 
vailing in patients with recurrence and to study the 














effect of the treatment in cases where recurrence had 
been frequent. 

It seemed to us that our object must be to maintain 
the level of immunity in order to lessen the tendency 
towards further attacks, and that the injections must 
therefore be continued for some years. It is still too 
early to discuss the practical results of the treatment, 
especially since the war has made its continuation more 
difficult and further personal contact with the patients 
impossible, and this paper must be considered as a 
preliminary note. The patients have attended regularly 
for their injections, and apart from local reactions 
there have been no ill effects, with the possible 
exception of 2 cases in which fresh recurrences took 
place after three or four months’ treatment. These 2 
cases will be discussed later; both patients decided 
to continue the treatment. The only positive results 
so far obtained were in the 2 patients with war 
wounds, both of whom have apparently recovered 
from their chronic ill health. No conclusion can be 
drawn from 2 cases, but the results obtained justify 
the extension of the experiment to a larger series. 


SEROLOGICAL INVESTIGATION 


It seemed important to find out what degree of 
immunity was developed in the recurrences, and the 
investigation was therefore planned on lines similar to 
those described in a recent paper on acute osteo- 
myelitis (Valentine and Butler 1939). It was soon 
found, however, that repeated examination of the 
serum was usually unnecessary, because, the condition 
being subacute, with a history often going back some 
weeks, rapid changes in the titre of circulating anti- 
body were not to be expected. In 2 cases, however, 
in which the medulla was the site of recurrence the 
antitoxic titre rose to the high level found in the acute 
disease, and the patients were severely ill. 

Table 1 shows the age and sex of 30 patients, the 
year of the original attack, and the number of re- 
currences. (Owing to the outbreak of war a few 
details of age and history were difficult to verify, and 
possible inaccuracies are denoted by brackets or 
question marks.) It is hoped that these skeleton 
histories may suffice to indicate the severe disability 
from which these patients may suffer.. The table also 
shows the number of sites in which infection has taken 
place, including the original lesion. The figures 
suggest, as might be expected, that, where multiple 
sites are affected, the recurrences tend to be more 
numerous. The mechanism by which new sites may 
be involved is somewhat uncertain. The spread must 
take place through the blood-stream either at the time 
of the original infection or when operation is necessary 
for the treatment of any subsequent abscess. Butler 
(1937) quotes Seifurt (1925) as having demonstrated 
the presence of staphylococci in the blood after 
operation in 55 out of 108 cases tested, and we have 
twice in our series had a similar experience. It must 
be assumed that an undeveloped focus of infection 
can remain latent for a considerable time. It is 
probable that a heavy degree of bacteremia in the 
primary attack is the more important factor in the 
causation of subsequent foci, because postoperative 
invasion of the blood-stream has in our experience 
been slight and transient; but more evidence is 
needed to establish this assumption. 

The table shows the titres of antihemolysin («) and 
antileucocidin in the patients’ serum on or shortly 
after admission, and the titres of filtered toxins pre- 
pared from the infecting strains when obtained. 
Antihemolysin is listed in international units and 
antileucocidin in terms of K-serum, the Burroughs 
Wellcome standard B.8760. The first figure in the 
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TABLE I-—INCIDENCE OF RECURRENCES OF INFECTION 
AFTER STAPHYLOCOCOAL OSTEOMYELITIS AND DEGREE 


OF IMMUNITY 


Antitoxin 


= 4 ~ titre 
: 3_| 33 beat Rhee . 
SKS) ov 2d 2 & T 
5 4 a 3 3s Recurrences a bs “2 titre _ 
=. A® = Boa Bast 
& = 4 |<8s|<g~ 
fe, g~| & 
1M 28 1925 3 upto 1938 1 O-4 0-16 >10 <L 
2M | 30 | 1923 | 4 4s oo 1 4-0 0-08 0-2 8L 
3M 61 1926 1927-38 at 1 3-0 0-16 
least once a 
year 
4M 22 1930 4 up to 1939 1 1-0 0-04 1-0 2L 
5|M! 11/| 1937/3 ,, , June; 2 0-4 0-32 1-0 2L 
| 1939 
6F 27 1916 | 5 in 1935-8 1 7-0 0-32 0-2 <L 
7 M(48)\ 1917 War-wound 1 1-0 0-08 0-4 <L 
recurrences 
up to 1937 
8M 18 1928 6 upto 1938 1 7-0 0°32 0-5 2L 
9 M(16)(1933) ? 3 up to 20 0-24 0-2 2L 
1939 
10 M 44° 1904 4 up to 1938 2 1°5 0-16 
11|M 26 | 1931 | 13,, ,,1939) 7 9-0 0-12 1-0 <L 
12 M(45) 1917 War-wound 1 1-5 0°32 0-4 <L 
recurrences 
up to 1938 
13M 31 1918 8 o¥s up to 3 2-0 0-08 ~1-0 <L 
14M 22) 1923 | 8 oto upto| 7 | 30/016) O1 4L 
15F 20/1931|Severalab- | 1 1:5 0-16 0-2 4L 
scesses up 
to 1939 
16 M 16 | 1927 4 up to 1939 1 1:5 0-08 1-0 4L 
17F 30 1935 1938 1 3-0 0-64 0-2 <L 
18 M 38 1923 | 2 up to 1938 1 0-4 0-04 
19| M| 22 | 1931/5 ,, ., 1938 1 1-0 0-08 0-065 8L 
20; M| 24 1928/3 .,, ,, 1938 4 13-0 0-08 1-0 4L 
21/M\(40)| 1923 |3 ,, ,, 1938 3 1-0 0-32 0-4 3L 
22|}M 23 | 1923 | 1 in 1938 1 1-0 0-06 1-0 4L 
23\F 25 | 1927 | 1 in 1929; 1 0-4 0-08 0-07 8L 
discharge 
since then 
24 M 42 1913 Recurring 1 7-0 0-64 0-4 2L 
discharge 
up to 1939 
25 M 16 1930 2 up to 1939 1 4-0 0-16 0-2 4L 
26'M 40 71918) War-wound 1 0-4  §=0-08 
recurrences 
up to 1939 
27M 45 1906 1 in 1939 2 1-0 0-06 >1-0 <L 
28 F 22 1931 | 5 upto1938' 2 20 0-08 0-05 16L 
29\M| 34/| 1931/5 ,, » 1938; 3 13-0 0°32 0:5 8L 
30 M (25) 1936 1 in 1938 1 0-4 0-08 >1-0 <L 


toxin column gives the volume of toxin which is still 
hemolytic after mixing with 1 unit of antihemolysin, 
and in the second L denotes a concentration of 
leucocidin which is active after mixing with an equal 
volume of K-serum 1/200 but inactive against K/100. 
The titres of hemolysin show the variation which is 
usually met with in all types of staphylococcal infec- 
tion. The similar variation in the leucocidin titres 
is more interesting since previous work (Valentine 
1936, Valentine and Butler 1939) has shown that 
osteomyelitis is usually caused only by potent 
leucocidin-producing strains, except when a heavy 
bacteremia develéps by mischance from a minor 
superficial infection, such as a neglected blister or 
whitlow. There seems little doubt that in time the 
characteristics of the infecting strain may change ; in 


a 





916 THELANCET] DR. VALENTINE & MR, BUTLER: RECURRENTINFECTION AFTER OSTEOMYELITIS [MAy 18, 1940 


some cases albus strains were isolated from cases in 
which aureus had previously been found. In case 6 
an albus strain was isolated in the’ spring of 1939, 
whereas a fresh abscess in the summer gave a pale 
aureus strain of diminished toxigenicity. It is clear 
that some such loss need not prevent a strain already 
present in the tissues from causing further recurrence. 

The titres of antihemolysin varied considerably. 
In 12 cases out of 30 the figure lay within normal 
limits, 0-4-1 unit ; 2 patients had titres of 13 units— 
i.e., about half of the highest titre likely to be encoun- 
tered in human serum. In 14 patients the anti- 
leucocidin titre was 0-04—0-08 K, a figure probably 
equivalent to the upper level found in normal people ; 
with two exceptions, cases 17 and 24, the highest titre 
encountered was 0-32 K (6 cases). Case 17 had a 
large abscess in the thigh, and case 24 a lesion involv- 
ing the shaft of the humerus, both recurrences being 
therefore unusually severe. In cases 22 and 25 an 
intramedullary spread of infection took place, the 
illness became acute, and the titre rose to 2 K or more, 
as is usual in severe cases of acute osteomyelitis. In 
the other cases, where little or no bone was involved, 
it seemed that a titre of 0-32 K at most was enough to 
localise the infection ; but so many cases had titres 
much lower than 0-32 K that the importance of the 
figure was doubtful. 

It seemed that an investigation of the titre in the 
pus obtained from abscesses might help to clear up this 
point. This test is not often possible, because the 
fluid bathing the pus cells must be examined, thick 
pus being useless for the purpose. Table 11 shows the 


TABLE II—-SERUM AND PUS TITRES IN RECURRENCE OF 
INFECTION AFTER STAPHYLOCOCCAL OSTEOMYELITIS 


Serum Pus Serum Pus 
antitoxin antitoxin |, antitoxin antitoxin 
Case Jaze 
units K units K units K units K 


5 3-0 664 3:0 0-64] 21 10 032 1-0 0-32 
9 2-0 0-24 2-0 0-32] 24 70 0-64 70 0-64 
13 2-0 0-08 3-0 0-32] 30 30 60-08) = «61°5 0:32 
14 13-0 0-16 13-0 0-16] X 13-0 0-64 13-0 0-64 
16 1°5 0-08 ? 0-08] Y 0-8 4-0 0-4 3-0 





pus titres in the 10 cases in which the test has been 
performed, together with the contemporary serum 
values. Case Y had very severe osteomyelitis in the 
seventh week ; the serum titre was somewhat higher 
than the pus titre. Of the rest only 2 showed a pus 
titre of less than 0-32 K, and of these case 16 (0-08 K) 
had a mixed infection, with hemolytic streptococci 
predominating. Case 14 (0-16 K) had been receiving 
toxoid injections for four months, but his response in 
antileucocidin had been poor. Of the remaining 
cases 4 had pus titres of 0-32 K and 3 of 0-64 K. Of 
the latter case 24 had infection of the humerus, and 
the illness was fairly severe, whereas cases 5 and X 
had been receiving toxoid treatment for abscesses 
associated with sequestra. These results suggest that 
an antileucocidin concentration of 0-32 K is commonly 
necessary for the localisation of a staphylococcal 
abscess in soft tissues. 

The low serum titres which are so common in table 1 
may be explained if the findings in cases 13 and 30, 
in both of which the serum titre (0-08 K) was signifi- 
cantly lower than the pus titre (0-32 K), are taken into 
consideration. It seems that in some of these cases 
of recurrent infection the affected area carries the 
main burden of antibody formation and perhaps 





contributes largely to the serum titre, whereas in acute 
osteomyelitis the general defence mechanism of the 
body is stimulated, as the high titres often found 
suggest, and so helps the infected region. This 
conception of local immunity may also perhaps 
explain the development of continuous ill health in 
the 2 cases with war wounds, if fatigue may be postu- 
lated in the infected region. We therefore feel justi- 
fied in hoping that by maintaining the antitoxic 
immunity of the patient in the neighbourhood of 
0-32 K over a prolonged period we may not only make 
recurrence less probable, but also that we may bring 
relief to the infected tissues by causing the production 
of antitoxin elsewhere in the body. 

The titres of antihemolysin do not suggest that much 
immunological significance can be attached to this 
antibody, but it is at least possible that the general 
symptoms in staphylococcal infection are largely due 
to the a-hemolysin, for it has seemed to us that it is 
this factor rather than the leucocidin which is responsi- 
ble for the reaction encountered in treatment with 
toxoid. Toxoid has therefore been prepared from 
toxins mixed to give a strong leucocidin and a moderate 
hemolysin. Beginning with 0-2 c.cm. of a 1 in 20 
dilution we have used weekly injections until the 
patient could take the maintenance dose of 0-3 ¢.cm. 
of undiluted toxoid intramuscularly in the deltoid. 
This dose is then given at intervals of two or three 
months for an indefinite period. 


DISCUSSION 

Few attempts seem to have been made to treat 
chronic osteomyelitis with toxoid injection. Dolman 
(1935) noticed improvement in the general health of 
children treated in this way, but the effect on the 
lesion was doubtful. Ramon et al (1936) were hope- 
ful but came to no definite conclusion. Buchman 
(1937) reported on the treatment of 38 patients in 
whom the disease had existed two months to fifty- 
four years, with an average of six years. An average 
of 17-9 injections per patient were given over an 
average period of forty-five days, with a minimum of 
twenty-two and a maximum of a hundred and thirty 
days. It is clear, therefore, that the treatment was 
only given during active disease, and that it was 
strenuous, reactions being common and sometimes 
general in their effect. Of the 38 patients 18 deve- 
loped new lesions during or soon after the course 
of injections, 2 died, and 1 had an amputation. In 1 
case with multiple abscesses many more new foci 
appeared. The results were, in fact, bad. 

In our opinion Buchman’s experiment can be criti- 
cised on two grounds. First, treatment seems to have 
been given at a stage in the active disease when 
immunity is still high. Little benefit could be 
expected at such atime. Secondly, leucocidin was not 
taken into consideration, and it is possible that this 
factor was lacking: in the toxoid used; strenuous 
immunisation with the relatively unimportant hemo- 
lytic factor only might conceivably be dangerous if it 
interfered with the production of antileucocidin. 

The possible tendency of toxoid injections to wake 
up latent foci is important. In two out of three 
recurrences in our series, cases 5 and 14, a new site 
became active after three or four months’ treatment— 
i.e., when a full response to the injections had pre- 
sumably been obtained. It seems possible, in view of 
Buchman’s experiences, that the treatment may some- 
times sensitise the tissues and so precipitate the erup- 
tion of a latent focus. Even if this is the case, it 
seems probable that such a focus would have become 
active at some later date when, perhaps, the immunity 
waslow. In both of these cases the general symptoms 
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were relatively slight. The third recurrence, in case 3, 
was probably associated with a small sequestrum 
and was mild. When dead bone or a foreign body is 
present, the tendency towards recurrence is increased, 
and operation will commonly be necessary. It cannot 
be expected that the treatment will always stop any 
further trouble, but it is reasonable to hope that it will 
make recurrence less likely and, if it comes, less severe. 
SUMMARY 

(1) Patients with recurrent staphylococcal infection 
after osteomyelitis or war wounds have been given 
injections of toxoid in the hope of preventing or of 
limiting further trouble. The injections are continued 
for a period of years to maintain a high level of anti- 
toxic immunity. 

(2) Antitoxins in the serum of these patients are 
seldom high and often within normal limits. 

(3) Antitoxins may reach higher levels in the pus 
than inthe serum. The results suggest that a titre of 
about 0-32 K antileucocidin is usually required for the 
localisation of infection in soft tissues. Titres of 
antihemolysin (a) varied too much to substantiate the 
importance of this antibody. It is therefore important 
to use toxoid containing a potent leucocidal factor and 
only a moderate hemolysin. 

(4) There has not yet been time to evaluate the 
treatment in preventing further recurrence. It is 
possible that occasionally the injections may stimu- 
late activity in a new latent focus. The treatment is 
probably of value in cases with symptoms of persistent 
tox#mia—e.g., war wounds. 
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ALEUKAMIC LYMPHADENOSIS 
WITH EXTENSIVE SUBCUTANEOUS DEPOSITS 


By Joan Bates, M.B. Lond., D.C.H. 
ASSISTANT MEDICAL OFFICER AT QUEEN MARY'S HOSPITAL, 
CARSHALTON ; AND 
G. L. Harne, M.B. Lond., M.R.C.S. 


HOUSE-SURGEON AT THE HOSPITAL 


On Feb. 7, 1939, a boy, aged 4, was admitted to 
St. Alfege’s Hospital, as a case of acute rheumatism, 
with a history of malaise for five months, during 
which there had been a severe attack of bronchitis 
and an intestinal upset diagnosed as food-poisoning. 
On admission his temperature was 99° F., pulse-rate 
136, and respiration-rate 28. Complete extension of 
right elbow resented; pain in left knee; slight 
evidence of chorea. No typical rheumatic nodules, 
no purpura. Slight cough, but no abnormal physical 
signs in the chest. Harsh systolic murmur at the 
apex and a doubtful presystolic murmur. On 
Feb. 27 a blood-count showed hemoglobin 16 per cent., 
red cells, 90,000, and leucocytes 2000, 98 per cent. 
being lymphocytes. During the next two months 
three blood-transfusions were given, each of about 
400 ¢.cm. Injections of arsenic and nucleic acid were 
also given. On April 15 a blood-count showed 
hemoglobin 66 per cent., red cells 3,000,000, and 
leucocytes 12,500, of which 77 per cent. were poly- 
morphs and 18 per cent. lymphocytes. On March 19 
a blister about an inch in diameter was noted on the 
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scalp. This was followed by the gradual development 
of several raised purplish subcutaneous tumours on 
the head. The patient had a low-grade pyrexia until 
three weeks before his transfer to Queen Mary’s 
Hospital, Carshalton. 

On admission to Queen Mary’s Hospital on May 4 
he was noted as a pale red-haired boy with fair 
nutrition, temperature 99° F., pulse-rate 96, and 





Fic. 1—Boy, aged 4, with aleukemic lymphadenosis, 
showing patches resembling erythema nodosum on 
trunk and limbs. 


respiration-rate 22. He was apprehensive and resented 
movement and firm handling of his limbs but showed 
no typical choyeiform movements. No typical rheu- 
matic nodules. Subcutaneous nodules up to an inch 
in diameter on the scalp and purplish patches resemb- 
ling erythema nodosum on the trunk and limbs 
(fig. 1). Apex-beat not displaced ; systolic and mid- 
diastolic murmurs in the mitral area ; blood-pressure 
115-70. Throat appeared healthy, but upper deep 
cervical glands were palpable, and there was a dis- 
charge from the left ear; no other superficial adenitis 
was noted. Liver not enlarged ; spleen not palpable. 

Urine normal. Sedimentation-rate 25 mm. in an 
hour; Wassermann and Meinicke tests negative ; 
blood-culture negative ; agglutination test to Brucella 
abortus 1 in 30 negative ; blood-calcium 8-8 mg. per 
100 c.cm.; blood-urea 25 mg. per 100 c.cm.; Van 
den Bergh test immediate direct positive ; electro- 
cardiogram normal; Mantoux test 1/1000 negative. 
Blood-count on June 1 showed hemoglobin 69 per 
cent. red cells 4,470,000, and leucocytes 2600, of 
which 90 per cent. were lymphocytes and 1 per cent. 
polymorphs. Primitive white cells were seen in the 
films and thought to be of the lymphocyte series. 

A blood-transfusion, 550 ¢.em., brought the hemo- 
globin and red cells to normal but did not raise the 
white ‘cells and left the percentage of lymphocytes 
unaltered (fig. 2). The subcutaneous nodules grew 
larger, and the purplish areas on the skin became 
associated with firm underlying nodules. Swellings 
developed in the circumorbital tissues, being largest 
just above and below the left eye, which finally they 
almost completely closed. More subcutaneous swel- 
lings appeared, and just above the wrists and ankles 
fixed tumours developed, apparently attached to bone. 
Glands in the neck and axille slightly enlarged. 
Spleen just palpable on one or two occasions, and 
liver became slightly enlarged. Diarrhea developed 
and never really responded to treatment. Intra- 
muscular injections of Pentide amounting altogether 
to 50 c.cm. were given but did not affect appreciably 
the total white-cell count. Injections of Campolon 
were then given and followed by further blood- 
transfusions. The patient developed a rapid respira- 
tion-rate (up to 70), with a cough and high tempera- 
ture, and was placed in an oxygen tent for five days. 
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Radiograms of the skeleton revealed periosteal 
thickenings of both radii and ulnw, both femora and 
fibule, and right tibia. Biopsy of a subcutaneous 
nodule on the right arm showed “ leukemic infiltra- 
tions of the subcutaneous and muscular tissues, with 
enormous numbers of cells of the large-lymphocyte 
type (probably lymphoblasts) present ” (fig. 3). At 


Fic. 3— Photomicrograph of cells of large-lymphocyte type, 
probably lymphoblasts, seen at biopsy of a subcutaneous 
nodule. (x 900.) 


one time the total white-cell count rose to 11,750, but 
soon afterwards it dropped to 2000 again, and lympho- 
eytes constituted 100 per cent. of the white cells on 
two occasions (fig. 2). 

Finally the patient’s general condition deteriorated 
fairly rapidly, the subcutaneous nodules increased in 
size and number, the eyes became practically closed 
by the circumorbital swellings, the glands became 
more enlarged, bleeding from the gums developed, 
diarrhea increased, terminal pneumonia set in, and 
the patient died on July 8, 1939. Two days before 
death a blood-count showed red cells 3,940,000, hzemo- 
globin 70 per cent., leucocytes 2450, of which 97 per 
cent. were lymphocytes, and on the day before death 
the hemoglobin dropped to 50 per cent. and the total 
white-cell count was only 1450 per c.mm. 


NECROPSY 

Dr. 8. Robinson, of the Archway Laboratory, gave 
the following report :— 

Numerous areas of hemorrhagic infiltration up to 
1 cm. in diameter, some ulcerated, in skin of limbs and 
trunk. Several subcutaneous nodules in scalp ; 
largest about 2 cm. in diameter in centre of forehead. 
Orbital tissues swollen. 

Pleura completely obliterated by haemorrhagic 
infiltrations. Periosteum of ribs on inner side of 
right chest infiltrated by hawmorrhagic tissue up to 
0-6 cm. thick. Heart: cedema of myocardium ; 
numerous petechi# in visceral pericardium; no 
evidence of any valvular lesion. Lungs: congestion 
and oedema; a few patches of bronchopneumonia 
in lower lobes. Lymphatic glands: acute inflamma- 
tory swelling of cervical glands; glands in axilla 
infiltrated ; bronchial glands cedematous but not 
obviously infiltrated; coeliac glands infiltrated. 
Stomach and intestines : numerous petechi# through- 
out, with small nodules also ; altered blood in stomach, 
Liver: large, pale, and cedematous, with fine net- 
work of infiltration. Spleen: slightly enlarged ; 
hemorrhagic adhesions to diaphragm; rich red 
myeloid cut surface. Kidneys: both enlarged and 
pale ; obvious infiltration in cortex of left kidney, 
with petechia. Brain: cdema and congestion. 

Special points.—Myeloid infiltration of periosteum 
over inner ends of clavicles, lower end of right tibia, 
lower end of right femur, posterior surface of sternum, 
along right border of dorsal vertebrae, and over inner 
aspects of several ribs. Petechia# in testes. 

Microscopy.—Leuksemic transformation of spleen. 
Leukwmic infiltration of lymphatic gland of neck, skin 
of thigh, scalp, lung and pleura, muscle of right calf, 
lower end of right fibula (marrow and beneath the 
periosteum ), inner end of right clavicle, and testes. 
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DISCUSSION 


A final diagnosis of aleukzemic lymphadenosis with 
multiple deposits, according to Piney’s (1939) classi- 
fication, was made. While the patient was alive, 
chloroma was considered as a possible diagnosis, the 
circumorbital and subperiosteal deposits in particular 
suggesting this, but no green tinge was seen in the 
tumours post mortem. Definitions of chloroma un- 
fortunately differ widely. Whitby and _ Britton 
(1935) define it as a rare type of leukemia and say 
that “sometimes there is no green coloration.” 
Roehm, Riker, and Olsen (1937) conclude that 
‘*‘chloroma is a faulty designation, as the green colour is 
not specific of any tumour cell type.” Kandel (1937) 
defined a chloroma as being any tumour which is 
green when fresh ; and, if the term chloroma is to be 
retained, we feel that it should be used only in this 
sense. 

The original diagnosis of acute rheumatism can be 
explained fairly simply. The subperiosteal deposits 
might well have caused the limb pains and tenderness 
mistaken for rheumatic pains. As regards the heart 
murmurs, if “dilute blood’? can cause a hemic 
murmur, blood with hemoglobin only 16 per cent. 
should produce such a murmur. The origin of the 
tumours may be explained in one of two ways: (1) 
neoplastic proliferation of cells of the lymphocytic 
series previously situated at that site, or (2) a pro- 
liferation of clumps of cells arrested in the capillary 
network. The latter alternative seems the more 
probable, because the tumours bore no particular 
relation to the lymph nodes. 
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Fic. 2—Graphs showing relationship between total 
leucocyte count and percentage of lymphocytes. 


We wondered if there could be any factor causing 
an increased destruction of white cells, since the blood- 
transfusions did not raise the white-cell count. On 
the other hand, the agranulocytosis could be produced 
equally well by the large infiltrations of lymphocytic 
cells in the bone-marrow—a view which was sub- 
stantiated by the anemia and by the extensive 
lymphocytic infiltration of the bone-marrow. 


For permission to use the material embodied in this 
paper we are indebted to Dr. W. A. Daley, medical 
officer of the London County Council. The council 
accepts no responsibility for any opinion expressed. 
References at foot of next page 
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RESPONSE OF NON-GRAVID HUMAN 
UTERUS TO POSTERIOR-PITUITARY 
EXTRACT 


AND ITS FRACTIONS OXYTOCIN AND VASOPRESSIN 


By ArcHIBALD MCLELLAN, B.Sc., M.B. Glasg. 


DISPENSARY SURGEON AT THE ROYAL SAMARITAN HOSPITAL FOR 
WOMEN, GLASGOW 


Extract of the posterior lobe of the pituitary con- 
tains oxytocin, which causes contraction of the 
excised uterus of the virgin guineapig, and vaso- 
pressin, which raises the systemic blood-pressure of 
the dog (Kamm et al. 1928). 


Bourne and Burn (1928), testing the action of these 
substances on the parturient human uterus, found 
that within 5 minutes, after an intramuscular injec- 
tion of 2 units * of oxytocin the contractions of the 
uterus were increased in force and in frequency, and 
that the response was indistinguishable from that 
following a corresponding dase of posterior-pituitary 
extract. When 12-5 units of vasopressin was in- 
jected into the buttock, ‘‘ there was no augmentation 
in the force or frequency of the contractions, but from 
15 to 25 minutes afterwards the relaxation following 
the contractions was very slow.”’ 

Robson (1933) found that strips of human uterine 
muscle removed at the same stage of pregnancy did 
not all exhibit the same reactivity to oxytocin and 
vasopressin, but in spite of this variation he showed 
that an increase in sensitivity to oxytocin developed as 
pregnancy advanced, and that muscle excised during 
parturition responded to very small doses. Further, 
muscle removed in the early stages of pregnancy was 
more responsive to vasopressin than to oxytocin. 
The response to vasopressin of strips from the uterus 
in late pregnancy and during parturition was not 
determined. 

Subsequent work has shown, however, that what 
holds good for the excised uterus, or a strip of its 
musculature, is not necessarily applicable to the organ 
in its normal state. Robson (1936) found that after 
treatment with both cestrone and progesterone the 
rabbit uterus in situ did not respond to oxytocin, 
although a contraction might be obtained in vitro. 
Bell and Robson (1936) showed that the response of 
the non-gravid guineapig uterus to oxytocin was much 
less in vivo than in vitro. This finding is of particular 
interest in view of the use of the excised virgin 
guineapig uterus in the assay of oxytocin. According 
to Bell (1939a) the response of the macacus uterus is 
greater in vivo than in vitro; hence it appears that 
the response depends on the animal, and that the 
excised preparation is not always the more sensitive. 

White and Pratt (1936), on manual examination of 
the gravid human uterus, found that an injection 
of oxytocin might cause the uterus to contract in 
the very earliest stages of pregnancy; but as they 
admitted, their observations did not necessarily 
invalidate Robson’s conclusions drawn from the 
behaviour of excised strips, for they did not measure 
the response to graduated doses. In each case they 
gave intravenously the large dose of 5 units of oxy- 
tocin. 


* Oxytocin 1 unit has the same action on the excised guinea- 
pig uterus, and vasopressin 1 unit on the dog’s blood-pressure. 
as 0-5 mg. of standard powdered pituitary or 1 unit of posterior- 
pituitary extract. 
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Moir (1936) found that the non-pregnant uterus 
responded only to the vasopressor factor and not to 
the oxytocic factor when given in ordinary dosage. 

It therefore appears that, apart from Robson’s 
measurements for the muscle in vitro, no quantitative 
work has been done on the response of the human 
uterus to oxytocin and vasopressin and none at all on 
that of the intact organ. 


PRESENT INVESTIGATION 

Method.—The movements of the uterus were re- 
corded by introducing a small rubber bag filled with 
water into the uterus and by registering the changes in 
volume. The cervix was dilated to No. 6 Hegar. 
Anesthesia was not required. 

When the uterine movements had become more 
or less constant, graduated doses of the posterior- 
pituitary fractions were administered intravenously. 
A small dose of posterior-pituitary extractor of vaso- 
pressin (0-2—0-4 unit) produced facial pallor. Sensi- 
tive patients complained of faintness and nausea. 
After 4 units of oxytocin the patient became flushed 
and complained of a feeling of suffocation. After 
smaller doses there was not any noticeable effect 
except slight flushing. 

RESULTS 


Sixty records were obtained from 43 women at 
various stages of the menstrual cycle. The women 
were all of reproductive age, twenty to forty, and 34 
had borne children. Menstruation was regular at the 
time of observation. The women were attending the 
outpatient department of the Royal Samaritan 
Hospital because of minor disorders, which were not 
accompanied by any palpable abnormality of the 
pelvic organs, apart from retroversion of the uterus. 
Retroversion had been present in 15 women, but the 
position of the uterus was corrected and maintained 
by a pessary before the observations were made. The 
records therefore were made under reasonably 
normal conditions. 

Twenty-eight of the sixty records showed that the 
uterus responded to posterior-pituitary extract or its 
fractions. The records comprising the responsive 


group were obtained immediately before or during- 


menstruation and in the early interval part of the 
cycle. Particulars of this responsible group are given 
in the accompanying table, and reference to this group 
is now made. 


Posterior-pituitary extract 0-2—-0-4 unit was given 
on thirteen occasions, and in each case a response was 
elicited. During the first five days of the cycle and 
in the phase immediately before menstruation the 
response consisted of a sharp contraction within a 
minute from the time of injection, followed by in 
complete relaxation which persisted for 10-30 min. 
or even longer. While the increased tonus persisted, 
there were rhythmic contractions and relaxations 
(Fig. 1). During the interval phase of the cycle the 
response consisted of a contraction which gradually 
reached its height and on which small rhythmic move- 
ments were imposed (fig. 2). Vasopressin (Pitressin) 
0-2-—0-4 unit was given on eight occasions, and in seven 
instances the uterus gave a response which resembled 
that after a similar dose of posterior-pituitary extract 
(fig. 3). In one case, whereas 0-4 unit of posterior- 
pituitary extract caused a prompt response, the res- 
ponse to a subsequent dose of 0-4 unit of pitressin was 
delayed for about 3 minutes. 

Oxytocin (Pitocin) 0-4 unit was given during the 
course of eleven experiments, and in eight instances 
there was no response, although during seven of the 
experiments the uterus responded to a similar dose 
of posterior-pituitary extract or of vasopressin. In 
two instances during the menstrual phase there 
appeared to be a slight response after 0-4 unit of 
pitocin.. Pitocin 1 unit was given on fifteen occa- 
sions. In seven instances a contraction was not 








Q2() THE LANCET] DR, MCLELLAN : NON-GRAVID UTERUS AND PITUITARY EXTRACT 














PITOCIN PITOCIN POSTERIOR - PITUITARY 
| UNIT 0:5 UNIT EXTRACT 0°4 UNIT 
eae eae eae SaaS ae ee ae eee aS wee aS eee eS 
MINUTES 


Fic. 1—Effects of pitocin and of posterior-pituitary extract 
on non-gravid human uterus on 23rd day of menstrual 
cycle. 


evoked, in four the response was doubtful or slight, and 
in four the response was pronounced. On three of the 
occasions on which there was a response the uterus was 
in the menstrual phase. In two of these cases there 
was a sharp contraction followed by incomplete 
relaxation (fig 4). In the third instance the oxytocin 
merely initiated rhythmic contractions which had not 
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Fic. 2—Effects of pitocin and of posterior-pituitary extract 
on non-gravid human uterus on 6th day of menstrual 
cycle. 


been assayed for both principles. The pitocin con- 
tained 10 oxytocic units and 0-4 vasopressor unit per 
c.cem, and the pitressin 10 vasopressor units and 0-4 
oxytocie unit per ¢.cm. Fig. 6 shows the responses 
after minimal doses of this pitocin and pitressin. 
These doses contained approximately equal amounts 














PITRESSIN PITOCIN 
0-4 UNIT 3 UNITS 
saa ea aS aS eS aS SS Se Se SS SE SS SSS SS S| 
MINUTES 


Fic. 3—Effects of pitressin and of pitocin on non-gravid 
human uterus on 28th day of menstrual cycle. 


been present previously. Pitocin 3—4 units was given 
on five occasions, and in each case the uterus contracted 
(fig. 5). 

The minimal effective dose of pitocin was about 
ten times that of posterior-pituitary extract or of 
pitressin. Since the oxytocic and vasopressor prin- 
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Fic. 4—-Effect of pitocin unit on non-gravid human uterus 
on Ist day of menstrual cycle. 








ciples have not been completely separated, it was 
possible that the responses elicited by the relatively 
large doses of pitocin were due to the small amounts of 
pressor principle which they contained. Dr. J. 8. White, 
of Messrs. Parke, Davis and Co., kindly supplied special 
samples of pitocin and pitressin, each of which had 
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Fic. 6—Effects of minimal doses of special samples of 


pitressin and of pitocin on non-gravid human uterus 
on 26th day of menstrual cycle. 
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Fic. 8—Effects of pitocin and of posterior-pituitary ex- 

tract on the uterus of an amenorrheeic patient treated 

with cestradiol benzoate. 








of pressor principle. In this case the response after 
4-0 units of oxytocin, containing approximately 0-16 
unit of pressor principle, closely resembled that after 
0-2 unit of vasopressin. After 1-0 unit of oxytocin, 
with only 0-04 unit of vasopressin, there was no 
response. The conclusion seemed justified that the 
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Fic. 5—Effect of pitocin units on non-gravid human uterus 
on 26th day of menstrual cycle. 














response after pitocin was due to the vasopressin 
which it contained, and that oxytocin had no effect 
on the uterus. This was subsequently confirmed by 
another experiment, which showed that, even when 
the reactivity of the uterus was of a different order, 
the relation between minimal effective doses of pitocin 
and pitressin remained the same. 
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Fic. 7.—Effects of posterior-pituitary extract and of 
different doses of pitocin on non-gravid human uterus on 
19th day of menstrual cycle. 
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REACTIONS OF HUMAN NON-PREGNANT UTERUS TO 


Dave ~“. _aa — Reaction to pitocin 
Day next Endometrium: histo- pressure eS: ay " 
of cycle menstru- logical findings (mm. Units Units Units 
— ue) 2 O4 1-0 0-2 0-4 O-4 1-0 4-0 
Ist - Menstrual 40 ? + 
2nd 28 = 66 + 
3rd 23 o 62 + 
4th 2 72 + ? 
* os 28 + 
5th Not examined 62 + 
6th 18 - pa 80 + = aa 
7th - o + 
9th 17 Interval 70 + + * ss 
” 15 ° 40 + ? +(2°5) 
10th wig Karly premenstrual 76 + - + 
13th on Not examined 52 + (2-0) 
14th os Interval 40 + 
17th 14 Early premenstrual 27 + + - ? 
19th 14 Interval 58 + = - 
24th 6 Premenstrual 85 + = 
30th 5 ‘i 60 ». 
26th oa Pe 90 - + 
a 3 “ 73 + ~ ” + 
” oP = 66 + ee 
25th 2 ee 80 + 
23rd 1 ne 70 + ; 
29th 1 “ 40 : i5ee) ; + 
30th 1 a 40 a - ? 
33rd 1 Pm 80 + = 
28th oe Not examined ee + 
>» o® Premenstrual 73 + - oe + 
29th 0 a 47 + me + sis - 
+ sustained contraction. + (2-0) = contraction after 2-0 units. tt increased amplitude of rhythmic contractions. 


In one instance pitocin not only did not elicit a 
contraction but also caused slight relaxation of the 
uterus. This observation was made on the nineteenth 
day of the cycle, fourteen days before the next men- 
strual period. 

Pitocin 0-4 unit, 1-0 unit, and 2-0 units caused 
transient relaxation of the uterus, whereas 0-4 unit of 
posterior-pituitary extract produced a sustained con- 
traction (fig. 7). The same action of pitocin was 
shown by four of the thirty-two tracings obtained 
when the uterus did not respond to posterior-pituitary 
extract. Slight relaxation of the uterus took place 
after doses of 1-0-4-0 units of pitocin. This result 
did not follow a dose of 0-4 unit of posterior-pituitary 
extract. 

DISCUSSION 


In assessing the validity of the results it is necessary 
to consider what influence the method of recording 
may have had on the responses. Investigators who 
have worked with the rabbit uterus, notably Knaus 
(1935) and Reynolds (1939), have called in question 
results obtained with the human uterus in which the 
pressure was above 20 mm. Hg. They considered 
that the stretching of the wall accentuated the spon- 
taneous movements and altered the responses to 
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POSTERIOR-PITUITARY EXTRACT AND ITS FRACTIONS 


— = no response. = = relaxation. ? = response doubtful. 


hormones. Bell (1939b), on the other hand, has found 
that the rabbit uterus in pseudopregnancy, which 
‘‘has long been described as being quiescent,’’ shows 
large contractions when it is “‘ unloaded.” In the 
present investigation the pressure was varied during 
the course of certain experiments, and it was found 
that the spontaneous movements were not altered in 
type. When dealing with a thick muscular organ 
like the human uterus, it was found that distension 
was not readily produced, and a pressure above 20mm. 
Hg was considered necessary to ensure that there 
was sufficient fluid in the bag to record the move- 
ments. At the end of the experiment the tube con- 
nected to the bag was clipped, and the condition of the 
bag on withdrawal was noted. In all the experiments 
the pressure must have been borne by the uterine 
wall, for the bag was always less distended inside 
the uterus than it would have been outside under the 
same pressure. Contrary to the opinions of Knaus 
(1935) and Reynolds (1939), it was found that dis- 
tension of the bag was not always associated with 
spontaneous movements of the uterus or with response 
to the posterior-pituitary hormones. Large spontane- 
ous movements could be recorded without the bag 
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being distended, and in one instance the uterus 
promptly responded to pitressin although the intra- 
uterine pressure was only 28 mm. Hg. Therefore the 
stretching of the uterine wall was not the factor which 
determined the type of spontaneous movement or the 
response. It was suggested by Knaus (1935) that, 
when the uterus was distended, the vascular network 
in the wall was stretched, and that it, and not the 
myometrium, responded to vasopressin. If that 
were the case, however, the uterus should have 
responded at all times in the cycle when the pressure 
was raised sufficiently to separate its walls. 

A further interesting observation on the response 
of the uterus was made in the course of tests on patients 
with amenorrhea. 


A patient had not menstruated since the birth of 
a child 1 year and 10 months before. The endo- 
metrium was atrophic. Spontaneous movements 
could not be demonstrated, but after a course of 
cestradiol benzoate (40 mg. during six weeks) small 
movements appeared. Pitocin 4-0 units had no effect, 
but 1:0 unit of posterior-pituitary extract caused 
relaxation (fig. 8). The intra-uterine bag was dis- 
tended when withdrawn. The relaxation was pre- 
sumably due to the vasopressin content of the 
pituitary extract, and the experiment showed that 
stretching of the uterine wall did not always lead 
to a contraction in response to the hormone. 

A relaxation in response to pitressin was noted by 
Robson (1936) in the rabbit uterus and by Robson 
and Schild (1938) in the cat uterus. Bell (1939a) 
has also observed the same reaction in the macacus 
uterus. 


That vasopressin might cause contraction of the 
uterine muscle indirectly through its ischemic action 
had also to be considered. Bourne and Burn (1928) 
noted that 15-25 min. after the injection of pitressin 
the parturient uterus relaxed after its contractions 
more slowly than previously. The fact that the non- 
gravid uterus promptly responded to an injection 
of pitressin makes an indirect action unlikely. Rob- 
son and Schild (1938) have shown that in the non- 
pregnant cat uterus vasoconstriction appears to be 
accompanied by muscular inhibition. 

It was also possible that the responses to pitressin 
were due to nervous stimulation of the uterus. 
Robertson (1939) found that various nervous stimuli 
might cause contraction of the uterus, but such con- 
tractions were not of the sustained type noted in this 
investigation. 

The conclusion, therefore, seems inevitable that 
the normal action of posterior-pituitary extract on the 
myometrium has been observed, for other factors 
which might have determined the response can be 
excluded, and that the non-gravid human uterus is 
caused to contract by the vasopressor and not at all 
by the oxytocic hormone. It cannot be inferred that 
the gravid uterus reacts similarly. Consequently, it 
is desirable that the response of the uterus to oxytocin 
and vasopressin should be measured at various times 
throughout the course of pregnancy. 


SUMMARY 

The uterine contractions in a series of normal 
women were recorded with an intra-uterine bag. 

The reactivity of the uterus to posterior-pituitary 
extract and its fractions was determined by finding 
the minimal effective doses of these at various stages 
of the menstrual cycle. 

The uterus responded to posterior-pituitary extract 
immediately before and during menstruation and in 
the early interval part of the cycle. 

The non-gravid human uterus is caused to contract 
by vasopressin and not at all by oxytocin. 
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INTRAVENOUS INJECTION OF OXYGEN 
UNDER NORMAL ATMOSPHERIC PRESSURE 


By InpeERJIT Sineu, Ph.D.Camb., M.B. Rangoon 
CAPTAIN, INDIAN MEDICAL SERVICE, HAFFKINE INSTITUTE, 
BOMBAY; AND 
ManGaLpas J. Suan, M.B. Bombay, M.R.C.P., 
D.T.M.& Hi. 


HONORARY ASSISTANT PHYSICIAN TO THE KING EDWARD 
MEMORIAL HOSPITAL, BOMBAY 


Many attempts have been made in anoxzemia to 
oxygenate the blood by extrapulmonary routes. The 
rate of absorption of oxygen from the subcutaneous 
tissues and the peritoneal cavity is too small to be of 
any practical value (Singh 1932, 1934). Oxygen was 
injected intravenously into dogs by Nysten (1811), 
Demarquay (1866), Gaertner (1902), and Stuertz 
(1904). Mariani (1902) injected 80 c.cm. of oxygen 
in half an hour into a dying phthisical patient, and 
Tunnicliffe and Stebbing (1916), who reviewed the 
work of the earlier observers, gave small quantities of 
oxygen intravenously to three patients. The amount 
given was 10-20 c.cm. a minute for periods of 10-15 
min. divided by pauses of 2-3 min. Singh (1935) 
administered oxygen intravenously to dogs, cats, and 
rabbits and showed that, if the atmospheric pressure 
was increased, the quantity of oxygen injected intra- 
venously could be considerably increased, and it was 
possible to keep a dog alive for 16 min. without 
breathing oxygen through the lungs. 

These last experiments have been extended to 
human beings, and in six cases oxygen has been 
administered intravenously under normal atmospheric 
pressure. These experiments are to be repeated with 
the patient under increased atmospheric pressure. 


METHODS 


Oxygen was either obtained from a cylinder or pre- 
pared by electrolysing a 10 per cent. solution of 
sodium hydroxide. It was injected into the veins of the 
leg with an airtight Collin’s syringe worked by turning 
ascrew ; a double syringe was also used, so that, while 
one was emptied, the other filled with oxygen. 
Ususally there was a pause of 5-10 sec. after the 
injection of every 20 c.cm. of oxygen. The vein was 
punctured with a hypodermic needle to which were 
attached a mercury manometer and a burette filled 
with saline. Before the oxygen was injected, saline 
was run into the vein to wash away any blood which 
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might otherwise coagulate and block the needle. The 
manometer measured the venous pressure, and the 
oxygen to be injected was subjected to a slightly 
greater pressure; any blockage of the needle was 
indicated by the manometer. Oxygen from a cylin- 
der was also bubbled through water and injected 
directly into the vein, the rate of injection being 
determined by counting the number of bubbles a 
minute. Since the rate of injection could not be 
accurately adjusted and was variable, this method 
was apt to produce pulmonary embolism. After 
injection of every 20 c.cm. of oxygen, the blood- 
pressure, pulse-rate, and _ respiration-rate were 
recorded. 


RESULTS 

Oxygen was injected intravenously in six cases of 
pneumonia or of bronchopneumonia. Since the 
method is still in the experimental stage, advanced 
cases were used in five experiments and a moderately 
severe case in the sixth experiment. The first five 
patients died of the disease four or five days after 
injection, and the sixth patient recovered. 

The signs and symptoms of pulmonary gas embol- 
ism are the same as in animals (Singh 1936). With 
slight embolism there is a rise in blood-pressure and 


TABLE II—INJECTION OF CYLINDER OXYGEN 
Patient, aged 35, admitted with six days’ fever and cough. 
Diagnosis: apical pneumonia. 

Rate of injection of oxygen: 20 c.cm. a minute. 


TABLE III—INJECTION OF PURE OXYGEN 
Patient, aged 24, admitted with 15 days’ pain in the chest, 
cough, and fever. 
Diagnosis: bronchopneumonia. 
Temperature 101° F., pulse-rate 122, respiration-rate 36. 
Moderate cyanosis. 
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270 «#115 90 =©130 40 275 | 105 | 65 128 _ 
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315 |°105 | 65 130 42 
335 100 65 134 _— 
355 | 105 65 136 42 
Signs of constriction in the Patient had some cough 
chest; patient became restless; | during injection, which was 
and injection discontinued. | probably the cause of variations 


Distinct clinical improvement, | in blood-pressure. Much im- 
but patient died after 7 days. provement followed. 
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TABLE I-—-RESULTS OF INJECTING OXYGEN INTRAVENOUSLY 
IN PNEUMONIA OR IN BRONCHOPNEUMONIA 





mlguion: a) Type of Signs of 
Case oxygen .. & oxygen pulmonary 
(c.cm. — used embolism 
a minute) — 
1 5 145 Cylinder Absent 
2 10 310 ” 
3 15 315 oe Slight 
4 20 290 os Present 
5 20 240 o - 
6 20 355 Pure Absent 


pulse-rate ; this does not indicate any danger, and 
the oxygen should not be withheld. With a greater 
degree of embolism the blood-pressure falls, the pulse 
becomes feeble, and cyanosis increases. The patient 
complains of a sense of impending dissolution, un- 
easiness over the chest, shortness of breath, and pain 
over the precordial region. Oxygen embolism, how- 
ever, unless carried to extreme, is not dangerous. 

Oxygen from a cylinder which is likely to contain 
slight impurities, could be injected at the rate of 
10c.cm. a minute without causing any change in pulse- 
rate or in blood-pressure ; 15-20 e.cem. produced a 
rise in blood-pressure and pulse-rate. Pure oxygen, 
prepared electrolytically, could be injected at the 
rate of 20 c.cm. a minute without any untoward 
effect. 

The results are summarised in table 1. Table 
shows the results of the case of a patient receiving 
20c.cm. of cylinder oxygen a minute, and showing signs 
of pulmonary embolism. Table 111 shows the effect 
of injection of pure oxygen at the rate of 20 c.cm. a 
minute. All these cases showed clinical improvement 
for twenty-four to forty-eight hours after injection, 
as indicated by raised blood-pressure and improved 
pulse. The sixth patient, who received pure oxygen 
and was only moderately ill, showed a great improve- 
ment and “‘ asked for more.” 


SUMMARY 


In man about 10 to 20 c.cm. of oxygen a minute 
can be administered intravenously ; this is about 10 
per cent. of the basal requirement. This is the only 
method by which any considerable quantities of 
oxygen can be administered by an extrapulmonary 
route. This amount of oxygen does not appear to be 
considerable, but still a distinct clinical improvement 
follows its administration. These experiments are to 
be performed under increased atmospheric pressure, 
and it is expected to administer much larger quantities 
of oxygen. - 
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RUPTURE OF A BRANCH OF THE 
SPLENIC ARTERY 
ASSOCIATED WITH PREGNANCY 
By Dougtas MacLeop, M.S8.Lond., F.R.C.S., 
F.R.C.P., F.R.C.0.G. 


ASSISTANT OBSTETRIC SURGEON TO 8ST. MARY’S HOSPITAL, 
PADDINGTON ; AND 


TimotuHy Maurice, M.B. Camb. 


FORMERLY SENIOR OBSTETRIC HOUSE-SURGEON TO THE HOSPITAL 


Cases of rupture of the splenic artery, or more 
usually of an aneurysm of the splenic artery, in asso- 
ciation with childbirth are very rare. We can only 
find seven cases recorded, and all of these were fatal. 
In the following case splenectomy was followed by 
recovery. 

CASE-RECORD 


A primigravida, aged 22, was attending the ante- 
natal department at St. Mary’s Hospital. When 
seen on Nov. 23, 1938, she was about 28 weeks 
pregnant and in good health. On the 26th, at 
7.30 P.M., while clearing the table, she vomited. She 
complained of no pain and felt perfectly well at this 
time. Later she went out, and at 9.30 P.M., while in 
a violent fit of laughter, she experienced severe pain 
in the upper abdomen and nausea. She was taken 
home and was seen by her doctor, who made a ten- 
tative diagnosis of concealed accidental hemorrhage, 
gave gr. } of morphia, and she arrived at St. Mary’s 
Hospital at midnight. 

On admission she was pale, cold, and extremely 
collapsed. Respirations were shallow and the pulse 
was not palpable at the wrist. The heart-rate was 
120. Abdominal palpitation showed a uterus en- 
larged to the size of a 28-week pregnancy, and feetal 
parts could be readily felt. There was generalised 
abdominal tenderness, with an area of extreme 
tenderness over the left upper quadrant. The 
presence of free fluid in the upper abdomen, though 
suspected, was difficult to determine owing to the 
enlarged uterus. The heart-rate rose gradually to 
140, and it was obvious that there was severe internal 
hemorrhage. Preparations for blood-transfusion 
were made and immediate laparotomy decided on. 

Operation.—The abdomen was opened by an incision 
in the middle line at the level of the umbilicus, and 
the peritoneal cavity was found to contain much blood. 
The uterus and tubes were found to be normal, but 
a mass the size of a cricket ball could be felt in the 
upper abdomen. On extending the incision up to the 
xiphisternum this was found to be a large hematoma 
of the small sac. The enlarged uterus was then held 
forwards by an assistant, and the splenic area was 
explored. Blood was spurting from one of the vessels 
near the hilum of the spleen, but the enormous quan- 
tity of free blood made examination difficult. The 
splenic vessels were clamped, and splenectomy was 
performed. The spleen was abnormally attached by 
adhesions to the diaphragm. The splenic bed was 
packed with ribbon gauze brought out through a 
rubber tube in the left flank, just below the costal 
margin, and the abdomen was closed. At the start 
of the operation the patient received 660 c.cm. of 
citrated blood, followed by an intravenous infusion of 
750 c.cm. of saline. At the end of the operation the 
patient’s condition had improved considerably. On 
her return to the ward a further 200 c.cm. of blood 
was given by intravenous-drip transfusion, and at 
10.30 the next morning she was given a further 600 
c.cm. of blood and 600 c.cm. of saline through a 
Rotunda syringe, after which a continuous glucose- 
saline drip-infusion was set up and continued for 
twenty-four hours (800 c.cm.). 

Delivery and subsequent progress.—On the night of 
the 28th the patient went into labour. She was kept 
under Omnopon and scopolamine narcosis, and on 
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the 30th, at 6.30 a.M., forceps were applied, and a 
macerated foetus weighing 4 lb. 5 oz. was delivered. 
The third stage of labour was normal and the pla- 
centa came away without difficulty During delivery 
the patient was given a further 400 c.cm. of blood. 
Two hours later she had a severe rigor, and in the 
afternoon vomiting began, due to an acute dilatation 
of the stomach, which contained 5} pints of vivid 
green fluid. The stomach was aspirated and washed 
out with sodium bicarbonate, and a continuous 
intravenous glucose-saline drip was again instituted 
and maintained for forty-eight hours. The patient’s 
condition rapidly improved, and she made an un- 
interrupted recovery. She was discharged to a 
convalescent home on Jan. 3, 1939, and she was in 
excellent health when seen a month later. 

Pathological report.—‘ Size within normal dimen- 
sions. Vesselssevered at the hilum. Ends appeared 
normal. The malpighian bodies have hyperplastic 
and frequently degenerative centres and in the pulp 
which has been congested neutrophile polymorphs are 
numerous. It is possible that besides enlargement 
due to pregnancy there was an element of infection.’’ 

Subsequent pregnancy.—The patient was again seen 
on August 22, 1939, and was found to be about 12 
weeks pregnant. She attended the antenatal depart- 
ment of St. Mary’s Hospital. The pregnancy was 
uneventful, and she was delivered of a healthy female 
child on March 5, 1940, after a normal labour. 


DISCUSSION 


Rupture of the splenic vessels or an aneurysmal 
dilatation of the splenic artery is a very rare complica- 
tion of pregnancy and is, as a rule, rapidly fatal, the 
patient dying before operation can be performed. Of 
the seven cases which we have been able to collect 
not one recovered. In three cases the time between 
the onset of the first symptom and death was 10 
min., } hr., and 14 hr. Mayer (1928) goes so far as 
to remark that the condition is more of pathological 
than clinical interest. On the other hand, the cases 
reported by Bohler (1933), Wesenberg (1912), and 
Smith (1911) are similar to ours in that several hours 
intervened between the initial symptoms and the 
onset of collapse. During this interval Bohler’s 
patient was able to carry on her work, and it is possible 
that she might have been saved had she been quicker 
to seek advice. His case is interesting in that the 
initial symptoms of epigastric pain and vomiting were 
brought on by only slight exertion—i.e., lifting a bowl 
of potatoes—after which the patient carried on until 
nine hours later, when she felt severe pain in the left 
hypochondrium and collapsed. Laparotomy was 
performed, the abdomen was full of blood, and, as in 
our case, a hematoma of the small sac was found, 
which was apparently responsible for the early symp- 
toms. It is to be presumed that a vessel ruptured 
into the small sac, forming a hematoma, which later 
burst into the peritoneal cavity, producing symptoms 
of severe internal hemorrhage. A third case, though 
not associated with pregnancy, reported by Fitz- 
williams (1924), showed a similar pathology, and a 
prolonged interval of several hours elapsed before 
death. The formation of a hematoma in the small 
sac appears to be associated with a latent period 
before the fatal termination, and only in these cases 
has there been any chance of a successful operation. 
The cause of the condition in all cases appears to be 
some exertion, though admittedly sometimes inde- 
scribably slight. 

In one of the recorded cases the accident took place 
during labour, after a forceps delivery, and in another 
after expulsion of the placenta. The other five took 
place in the latter half of pregnancy. 

In six of the seven cases which we have been able 
to collect the catastrophe was due to the rupture of 











an aneurysm of the splenic artery, the site of the 
aneurysm being usually on the main vessel just at its 
bifurcation. In the remaining case (Smith 1911) and 
in the case recorded here the cause was a rupture of 
one of the small branches of the splenic artery near the 
hilum of the spleen. The cause of the rupture in our 
case is difficult to determine, but it was probably due 
to the violent strain of coughing associated with the 
abnormal attachment of an enlarged spleen to the 
diaphragm. 
SUMMARY 


(1) Rupture of a splenic vessel in association with 
pregnancy is very rare. A case is described in which 
splenectomy was performed and recovery followed. 

(2) In this case there was no evidence of any 
aneurysmal dilatation, though this was present in 
most of the cases reported, 

(3) Usually there is a history of slight exertion pre- 
ceding the catastrophe. The onset is sudden and the 
symptoms are those of severe intraperitoneal hemor- 
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Ar a meeting of this section on May 7, with Mr. 
J. P. LockHart-MumMe_nry, the president, in the chair, 
a discussion on the surgical treatment of 


Idiopathic Ulcerative Colitis 


and its sequela was opened by Mr. L. E. C. Norpury. 
The rectum, he said, was usually involved and the 
feces and blood revealed no causative factor. Some 
eases could be cured by medical means, but most of 
them progressed to a chronic or fatal condition. There 
was loss of weight, anemia, intermittent fever, griping 
and possibly pain in the rectum. Sigmoidoscopy did 
not usually show ulcers of any great size, but their 
floor might consist only of peritoneum. The gut was 
cedematous and raw, and sometimes narrowed by 
thickening of the wall produced by wdema or fibrosis. 
Columns of swollen mucosa appeared between the 
ulcers on lines corresponding to the tenial coli; these 
were perhaps accounted for by better blood-supply in 
these areas. The thickening interfered with the nerve- 
supply. Usually the whole colon was_ involved. 
Multiple polypoid excrescences appeared during the 
healing stage. The treatment he preferred was 
appendicostomy as a means of approach for colon 
irrigation and the application of medicaments. Of 
27 cases so treated during the last ten years 4 had 
died but the others had shown steady improvement, 
with gradual return of the mucous membrane to 
normal in most instances. One patient had had her 
operation thirteen years ago; after three years she 
had an acute recrudescence suggesting perforation; 
this had been successfully treated through the existing 
appendicostomy. He pleaded for the use of this 
method in earlier and less acute eases. Irrigation 
from the upper end was obviously better than irriga- 
tion per rectum against the stream, and “ high colonic 
irrigation” was a fallacy; the tube merely curled up 
in the rectum and might seriously damage the diseased 
bowel wall. Moreover, the process was tedious, and 
required expert knowledge and skill. The patient 
with an appendicostomy could irrigate himself with 
ease. Local anesthesia and a small muscle-splitting 
incision sufficed. The blood-supply to the appendix 
must be carefully preserved, and it should be left 
unopened for a week; often its lumen became greatly 
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rhage and collapse, though in some cases the initial 
symptoms may be mild. 

(4) Early diagnosis, immediate operation, and 
bleod-transfusion give the only chance of recovery, 
but. in most of the cases reported death ensued before 
such measures could be undertaken. 


Our thanks are due to the student donors and 
especially to Dr. C. W. Morley, whose prompt and 
efficient blood-transfusions played such an important 
role in making the operation a success. We are also 
indebted to Prof. W. D. Newcomb for the pathological 
report and to all those who helped towards the 
successful termination of the case. 
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distended during this period. If the valve of Gerlach 
could be preserved there was much less tendency to 
leakage of feces. The appendicostomy should not be 
closed, because of the liability to relapse; it was 
kept open by catheterisation night and morning, but 
if there was a protruding button there was no tendency 
to spontaneous closure. For irrigation, warm normal 
saline or hypotonic saline might be used, or a mixture 
of sodium chloride, sodium bicarbonate and sodium 
biborate. Olive oil and crude cod-liver oil were 
useful. Sigmoidoscopy was used from time to time to 
test progress. 

A exeostomy could be formed if the appendix was 
not available, but this always required a plug to 
prevent leakage and closure. Ileostomy seemed indi- 
cated in severe toxic cases with distension, and where 
appendicostomy had failed; it should be as low as 
possible. ‘“ Once an ileostomy always an ileostomy ” 
was an apt dictum. When anemia was severe, blood- 
transfusion was useful. Colectomy seemed to be 
unnecessary in the early stages and dangerous in the 
late. The rectum was not healthy enough for anas- 
tomosis. Infeetive foci in tonsils, teeth and other 
areas should never be forgotten. Sequele included 
perforation, pericolic abscess, fistula-in-ano, fissure, 
colitis, polyposa, stricture, and toxie complications 
such as rheumatism. Ischiorectal abscesses should be 
treated by simple incision, thé resulting fistula being 
left until the bowel was healthier. Operation should 
not be performed for perforation, since other ulcers 
would probably perforate if the colon was handled 
when it was in this precarious condition. Radiograms 
of the filled colon showed a rigid wdematous bowel 
without haustral segmentation and with angular 
flexures. Appendicostomy could be regarded as a life- 
saving, simple and safe procedure in many cases. It 
was a valuable adjunct to medical treatment. 

Mr. W. H. Oaitvie thought that operations to assist 
medical treatment had little place in the management 
of ulcerative colitis; surgical treatment was essentially 
destructive and came in where medicine could not 
succeed. Appendicostomy did not rest the colon or 
allow lavage that was notably superior to washing- 
out from below. Undoubtedly a certain number of 
eases recovered, and this was a remarkable thing when 
the bacterial content and high pressure in the colon 
were considered. How it could function with fibrous 
walls and # lining reduced to a single layer of cells 
was almost beyond comprehension. Surgery should 
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be invoked before months of fighting a losing battle 
had left the patient exsanguinated and exhausted. 
Absolute indications for surgery were stricture, 
polyposis, and fistule, especially ischio-rectal fistule. 
Presumptive indications were severe blood loss, a year’s 
unsuccessful bed treatment, a fourth relapse, and seg- 
mental distribution of the disease. Surgical treatment 
consisted of exclusion, excision and restoration. When 
no pabulum reached the colon, the bowel soon recov- 
ered. Excision was only necessary when restoration 
was possible, which it very seldom was. Exclusion 
ileostomy was to be recommended, and colectomy fol- 
lowed at the time of choice. The third stage— 
implantation of the ileum into the rectum—should only 
be undertaken when the patient was really well and 
the rectum was soft and healed, and the ileal feces 
were solid enough not to embarrass it. If restoration 
of defecation was going to be impossible, colectomy 
was pointless. It was no use implanting an ileum into 
an ulcerated rectum. Thus, ileostomy in most cases 
was the whole treatment of ulcerative colitis. Of 17 
eases on whom he had performed this operation, 7 
had died and 8 had a permanent ileostomy. He had 
ceased bringing both ends of the ileum to the surface; 
an excluded colon recovered better without lavage than 
with it. Moreover, it made mobilisation of the cecum 
for subsequent colectomy more difficult. The ileum 
managed the alien function of water absorption quite 
well even if the colon was left in the body; it seemed 
to be governed by the last few inches of the ileum, 
which should therefore be cut as close to the cecum 
as possible. A rubber tube was inserted to keep the 
incision clean and the lumen patent. Prolapse later 
could be stopped by cutting the ileum flush and sutur- 
ing direct to mucous membrane. For the initial sore- 
ness of the skin, aluminium paste and Fuller’s earth 
were useful. 

Mr. W. B. Gapriet urged the importance of dis- 
tinguishing the various stages of the disease and the 
extreme variations in the patient’s general condition. 
The worst cases were hopeless, whatever the treatment 
applied. Spasm was important; it might occur from 
repeated emotional disturbances in nervous people, 
from deficiency of vitamins A and B, from dysentery 
toxins and from trauma. Prolonged spasm caused 
anemia, @dema and ulceration. This made early 
treatment all the more urgent. Surgical treatment 
was indicated for severe loss of blood without per- 
manent benefit from transfusion, for toxemia with 
evening pyrexia, dry tongue and rapid pulse; for 
frequent disturbing motions day and night; in the 
fulminating type, and when medical treatment failed 
to benefit a patient who went progressively downhill 
with inereasing anemia. Appendicostomy was the 
best, safest, easiest and most rational technique; it 
should be combined with suitable medical treatment 
and transfusion. One of its chief features was the 
instillation of oil at night and a washout in the 
morning. All the other medical treatments, such as 
low-residue diet and vitamin administration must be 
applied and required careful supervision. Of 25 cases 
so treated only 2 had failed, because of sloughing 
or fibrosis of the appendix; 10 had shown very good 
and 5 fair results; 5 had died unrelieved and 3 who 
had improved at the time had not been traced. 
Appendicostomy was particularly suceessful in young 
subjects of twenty-five or less. 

Sir ArtHur Hurst thought that the attribution of 
uleerative colitis to spasm was entirely fallacious; 
spasm was a very common neurosis and was not fol- 
lowed by colitis; any inflamed colon would go into 
spasm. He would like it to be realised that there 
was such a thing as medical treatment, and that if a 
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doctor had enough eases he would find that the 
majority would get well. Many of them showed 
normal sigmoidoscopic appearances. He agreed with 
Mr. Ogilvie that appendicostomy was no use. No 
elaborate lavage was needed; an inch of soft catheter 
in the rectum would wash the cxeum out and the 
colon could be rendered absolutely clean. Olive oil 
was useful in the stomach because it inhibited gastric 
secretion, but in the colon it decomposed and became 
irritant. Short-cireuiting alone might be of great 
value when there was a stricture. Colectomy was 
important in the uncommon regional type of colitis; it 
could then remove diseased bowel and leave normal 
bowel behind; sometimes it wholly removed a bowel 
infection. But in most eases the best surgical treat- 
ment was ileostomy. If an opaque meal showed 
exceptionally rapid passage through the ileum the 
operation should not be performed without prelimin- 
ary treatment; if this precaution were taken the stools 
would not be too fluid. He preferred a double- 
barrelled ileostomy, with the idea of ultimate anas- 
tomosis. Patients managed to deal very well with per- 
manent ileostomies, and lived active and vigorous lives. 

The Presipent had used appendicostomy in 44 
cases, of which 21 had been cured, 16 relieved, and 7 
had died. Ulcerative colitis in children under twelve 
was almost hopeless. He still thought there was a 
useful place for appendicostomy in these cases. He 
showed a series of slides illustrating stricture. 

Mr. R. S. Corperr described some cases treated by 
terminal ileostomy after failure of medical treatment. 
He suggested that some of those who died after 
appendicostomy would have survived if ileostomy had 
been performed. He advised ileostomy in certain 
(but not all) fulminating adult cases with diarrhea, 
wasting, high fever, tachyeardia and anemia, and in 
recurrent cases failing to respond to medical treat- 
ment. A terminal ileostomy was better than one in 
continuity or a double-barrelled one. Washing-out 
was not performed. Dehydration had not caused any 
trouble. In all cases the division had been at a point 
about six inches from the ileo-eweal junction, and 
semi-solid motions were eventually established. The 
skin was best preserved by keeping the bowel com- 
pletely closed with a clamp for 48 hours and then 
inserting a Paul’s tube, but even then the skin became 
excoriated as soon as the ileal contents touched it. 
Gauze impregnated with vaseline was as useful as 
anything. 

Dr. S. W. Parrerson emphasised the tendency to 
relapse. At Ruthin the medical treatment was always 
continued during surgical convalescence. Of 48 cases 
treated there, 9 had died and 8 had been operated 
on, with 1 death. The indications for surgery were 
ischiorectal abscess, a need to wash the colon from 
above and to get rid of an affected area. 

Mr. M. J. Smyru spoke of 2 eases in children, aged 
seven and twelve, in which he had performed appendic- 
ostomy with success. In 2 adults also he had had 
satisfactory results. He had found ecod-liver oil diffi- 
eult to get into the bowel; it had to be emulsified. 

Mr. E. T. C. Mituican differentiated between the 
granula and ulcerative types of the disease; they 
could be distinguished by the sigmoidoscope. The 
tubular glands or their stumps were always present, 
and there was no spasm or toxemia in the granular 
type. When there was no ulceration there was always 
complete resolution in time. Self-pity, resentment 
and fear could therefore be got rid of with profit all 
round. 

Mr. Naunton MorGan thought that some granular 
eases became ulcerative. A patient might get better 
with an appendicostomy and beg for closure; procto- 
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colitis then recurred immediately. His symptoms 
would disappear in a week after the appendicostomy 
was re-opened, though the signs remained. When the 
colon was unlikely to recover an ileostomy was indi- 
cated. Regional colitis was seldom operable, as it 
developed into diffuse ulcerative colitis. He did not 
like putting a tube into an ileostomy; he preferred 
“tulle gras.” Recently a cup of collodion and wool 
had been described; this was put close to the ileostomy 
and a sucker kept it dry. Many granular cases 
recovered without any treatment at all. 

Mr. Dickson Wricut agreed with the danger of 
necrosis from the use of tubes in ileostomies. He 
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Virus Diseases of Man 


By C. E. vAN Rooyen, M.D. Edin., Sir Halley 
Stewart research fellow, lecturer in bacteriology in 
the University of Edinburgh ; and A. J. RHODEs, 

M.B. Edin., M.R.C.P.E., lecturer in bacteriology 

in the University. London: Humphrey Mil- 

ford, Oxford University Press. 1940. Pp. 932. 

638. 

RESEARCH on viruses has now mostly been sus- 
pended, at any rate in Europe, and the lull provides a 
useful opportunity for taking stock of the vast mass 
of facts accumulated during the past twenty years. 
No less than thirty-four virus infections are described 
in this book, and even then one or two, such as camel- 
pox and horse-pox, are unmentioned. In addition, 
there are chapters on the microscopical éxamination 
and staining of elementary bodies, filtration and centri- 
fugation, inclusion bodies, serological technique, 
methods of tissue culture, and the use of the develop- 
ing egg in virus studies. Although it is as yet impos- 
sible to give a scientific classification of viruses, it 
seems a pity to separate zoster and varicella by more 
than a hundred pages while placing zoster and herpes 
febrilis side by side. In so vast a work it would, of 
course, be easy to find minutizw at which to cavil. The 
hoary heresy, for instance, that Africans possess a 
racial immunity to yellow fever is again trotted out, 
as is the suggestion long since disproved that dengue 
confers an immunity against yellow fever. Incident- 
ally, both yellow fever and dengue are associated with 
a leucopenia. There are some contradictory state- 
ments. On page 412, for instance, evidence is brought 
forward in favour of the view that Rift Valley fever 
is present in Uganda, the Sudan and French Equa- 
torial Africa, as well as in Kenya, but on page 516 
it is stated that there is no reason to believe that 
the disease exists outside Kenya. Despite minor 
blemishes, the book will be an asset to those engaged 
in virus researches; it should also be studied by those 
who have to deal with the public-health aspects of 
virus diseases and the practising physician both at 
home and in the tropics. In a future edition a 
separate author index would increase the value of 
the book, while to the photographs of J. B. Buist and 
Joseph Meister might be added those of other pioneers 
in this field. 


Pathology of Internal Diseases 


(83rd ed.) By Wru1AmM Boyp, M.D. Edin., 
F.R.C.P., professor of pathology in the University 
of Toronto. London: Henry Kimpton. 1940. 
Pp. 874. 45s. 


Even when we consider how much there has been 
to choose from in the last five years the amount of 
new material included in this edition is surprisingly 


REVIEWS OF BOOKS 





[may 18, 1940 997 


always left them unopened for a time. An abscess 
was often the end of the patient. Severe crippling 
arthritis complicating colitis might do well after 
colectomy. He had given up appendicostomy entirely ; 
medical treatment should be pursued to the last 
degree; often patients recovered almost from the gate 
of death. 

Mr. O. V. Liuoyp-Davies agreed on the importance 
of distinguishing between the two types. The granu- 
lar type showed so many relapses and remissions that 
the estimation of cure was often falsified. He pre- 
ferred ileostomy when medical measures failed. He 
did not know what washouts really did. 
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large. Fiedler’s myocarditis and the “ Fleckmilz” of 
Feitis, the prevention of silicosis, and vitamin K in 
jaundiced patients are subjects of varying importance 
but there is something new to tell about all of them. 
Professor Boyd has also rewritten several sections, 
such as those on Addison’s disease, on the iron- 
deficiency anemias and on the etiology of glomerulo- 
nephritis; he has included many fresh illustrations, 
but the most comforting feature is that the book 
actually has fewer pages than the previous edition. 
It is very much harder to select and to find a new 
viewpoint than to include every detail of pathological 
thought, and in choosing the more difficult task Pro- 
fessor Boyd, has given us a well-balanced and sound 
system of teaching. There are, necessarily, subjects 
on which the expert will feel that too little or too 
much has been said and not everyone in this country 
will agree that actinomycosis is never spread by the 
blood-stream. But the student weleomes even com- 
parative brevity in his textbooks and he values more 
the imaginative phrase which replaces a passage of 
dull minutiw. The classified list of references at the 
end of each section is another reason why this book 
is justly popular as a demonstration that medicine 
and pathology have no frontier. 


Manual of Fractures, Dislocations and Epiphyseal 
Separations 
By Harry C. W. S. DE Brun, M.D., F.A.C.S., 
adjunct professor of surgery, New York Polyclinic 
medical school and hospital. Chicago: The Year 
Book Publishers; London: H. K. Lewis and Co. 
1940. Pp. 468. 17s. 6d. 


Dr. de Brun has had a long and wide experience 
of fractures, and he has summarised it here for the 
benefit of students and practitioners. He describes 
several methods of treating most fractures, which in a 
book of this kind is not always an advantage, par- 
ticularly since he seems deliberately to avoid laying 
down indications for the employment of any particular 
method. This is particularly true in regard to opera- 
tive treatment which he advocates far more often than 
would be thought advisable in this country, and 
approaches in an uncommonly light-hearted fashion. 
In discussing Smith’s fracture, for instance, he 
remarks that although closed reduction has been 
attempted practically all of them ultimately required 
open operation. In the section on fractured clavicle 
Dr. de Brun says that “eleven per cent. of all frac- 
tures are of this bone, generally in children. Adults 
usually have acromio-clavicular separations,” which is 
certainly not the experience of surgeons here. While 
there is undoubtedly a great deal of useful informa- 
tion in this manual, it is not put together in a way 
calculated to appeal to students or practitioners in 
this country. 

































































928 THE LANCET] REVIEWS 
Clinical Methods 

(llth ed.) By Sir Rosert HvutTcuHtison, Bt., 

M.D. Edin., P.R.C.P.3 consulting physician to the 

London Hospital and to the Hospital for Sick 

Children, Great Ormond Street; and DONALD 

HunTeR, M.D. Lond., F.R.C.P., physician to the 

London Hospital. London: Cassell and Co. 

1940. Pp. 622. 13s. 6d. 

I~ 43 years this little book has been printed 40 
times; it must be near the record. In the new edition 
the authors have wisely discarded certain out-of-date 
sections, and in spite of additions to the chapters on 
bacteriological and biochemical investigations and the 
cireulatory, alimentary and respiratory systems the 
book is smaller than it was. In view of the number 
of elementary and advanced books on chemical 
methods available to students, some of the more 
detailed biochemical methods of blood and urine 
analysis might be replaced by the clinical interpre- 
tations of such investigations as the glucose-tolerance 
test and the sedimentation-rate and by further infor- 
mation on the interpretation of the van den Bergh 
reaction. In the chapter on urine, too, the urea- 
concentration test and the phenol-sulphonephthalein 
test might give way to the simple and equally efficient 
renal tests which are devoid of any chemical analysis, 
such as the water-elimination and urine-concentration 
test. 

The book still stands supreme as the student’s guide 
to the practical side of medicine. 


British Encyclopedia of Medical Practice 
Cumulative Supplement; Surveys and Abstracts. 
Edited by Sir HumpHry Ro.ueston, Bt., M.D., 
emeritus regius professor of physic, Cambridge. 
London: Butterworth and Co. 1940. Pp. 170 
and 605. 25s. (2 vols.). 

WHEN everything beginning with Z has been con- 
sidered an encyclopedia will inevitably come to an 
end. But if it is a medical one its definitions and 
descriptions must constantly be amended and added 
to as knowledge grows; otherwise it will soon be 
seriously misleading. Henee this supplement. The 
first volume brings the subjects already dealt with in 
the encyclopedia up to date, and key numbers make 
reference easy between this and the parent volumes. 
\{ new cumulative volume will be issued annually, so 
that it will only be necessary to consult one or perhaps 
two books to find the latest information on the desired 
subject. The second and larger volume contains 
critieal surveys on certain branches of medical science, 
a section on modern drugs, and selected abstracts from 
British and foreign literature of the past year. The 
abstracts are arranged alphabetically, as far as pos- 
sible on the plan used in the encyclopedia. The 
supplement will undoubtedly be useful to students 
and practitioners, to research workers for quick refer- 
ence and to others who write medical papers. But 
perhaps its happiest place will be in the hands of the 
haphazard reader. To read a short paragraph on 
encephalitis epidemica, to turn a page or two and read 
a little on the eye, hereditary diseases and so on is 
a pleasant way of spending an odd half-hour. As 
Mark Twain’s miner said of Dr. Johnson’s dictionary, 
the book contains much good reading if the plot is a 
trifle disconnected. 


Le guide thérapeutique du médecin praticien 
Vol. V. Les maladies nerveuses et mentales. By 
JEAN TRABAUD, professeur de clinique médicale; 
and J. R. TRABAUD, ex-interne de lhépital Péan. 
Paris: Vigot Fréres. 1940. Pp. 253. 7s. 6d. 
Tus book is deseribed as a therapeutic guide, but it 
is in faet an encyelopedia of treatment, where lists of 
elegant prescriptions, physiotherapeutic methods and 
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fashionable spas have a prominent place. When the 
practitioner despairs of a case of progressive neuro- 
logical disease he will find useful advice here as to the 
alleviation of symptoms and the management of the 
patient or his household, but he will be disappointed 
if he hopes for any critical selection of the material 
offered. The causal abnormality and its treatment 
seems sometimes to take a second place among the 
authors’ enthusiasms. For instance, the surgical 
removal of a protruded intervertebral dise is not men- 
tioned under lumbago and sciatica, although over a 
dozen spas are recommended; six polyglandular 
preparations are mentioned under the treatment of 
eosinophil adenomas of the pituitary gland, while 
surgery is dismissed in two lines; and faradism is 
said to benefit the myopathies. But in spite of these 
idiosynerasies there is serviceable material for the 
neurologist and psychiatrist in this little book. 


Law for Hospital Authorities 

By Captain J. E. Stone, F.S.A.A., F.R.Econ.S., 

consultant on hospital finance, King Edward’s 

Hospital Fund for London. London: Faber and 

Faber. 1940. Pp. 488. 30s. 

No hospital administrator can afford to be indiffer- 
ent to the changing status of hospitals and legislation 
as it affects them, and there is an obvious need for a 
practical treatise such as this, written by an authority 
on hospital administration and finance. The book 
starts with a definition and classification of hospitals 
followed by a survey of statutes dealing with local- 
authority hospitals. There are 46 pages on the 
liability of hospital authorities for wrongs; deaths, 
inquests and post-mortems, the nature in law of 
charitable gifts, the law and procedure of hospital 
meetings, hospital insurances, incorporation of hos- 
pitals, paying patients, and the general law of contract 
and national health insurance are all diseussed in 
detail and adequately indexed. The book ends with 
100 pages of appendices containing valuable forms 
and instructive examples of various documents and 
memoranda. 

Perhaps the book would have gained in importance 
if Captain Stone had collaborated with a lawyer in 
preparing it. More light might then have been thrown 
on obseure points—for instance, after reading the 
pages on post-mortem examinations and dissections 
one is still left in doubt as to whether a hospital can 
legally perform an after-death examination. Sir 
William Baynes has clearly laid down that it is 
not necessary to obtain the actual permission of any- 
one to make a post-mortem examination; it is the 
business of a relative to object if he wishes to prevent 
it. All that a hospital need do is to wait a reasonable 
time before making one. 


Tooth Form 
Drawing and Carving. By RussELL C. WHEELER, 
D.D.S., F.A.C.D., associate professor of dental 
anatomy, St. Louis University school of dentistry. 
London: W.B.Saunders Co. 1939. Pp.71. 12s. 6d. 
Tus is a book for the dental student and his 
teachers, not for the anatomist. The anatomist is 
particularly interested in variations of form, but Dr. 
Wheeler has aimed at devising standards of average 
tooth form which are compatible with one another, so 
that the dental student can carve specimens for him- 
self which when assembled in their correct relation- 
ship will come into contact just as natural teeth do. 
Much of the book is about the carving of enlarged 
models of teeth from plaster, an exercise widely 
practised. As a practical manual of tooth carving it 
should be useful, and the clear, brief text and excellent 
iliustrations will commend it. 
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PHYSIOLOGY AND THE SURGEON 

THE surgeon, whatever his attainments, is 
above all a craftsman. He is concerned with the 
treatment of disease by manual processes and 
may count himself fortunate that the diseases 
coming to him for treatment are usually curable 
and not merely palliable, and that the manual 
processes by which he treats them are skilled, 
varied and intensely interesting. But though the 
practical side of surgery is so important that 
training in handicraft must always loom largely 
in surgical apprenticeship it is no more than the 
basis of the art. The patient does not come to 
the surgeon to have some standard technical pro- 
cedure done upon his body, as he takes his car to 
a service station to have the grease-points 
injected and the batteries topped up. He asks to 
be made well, or as well as he can be. He has 
no knowledge of pathological processes. To him 
disease is disordered function, cure is restored 
function, and it matters little to him if his organs 
as reconstructed are the same shape as they were 
before he was ill, so long as they work as well. 
The surgeon then must be versed in anatomy— 
the study of form—to be a competent technician 
at his job, but he must turn to physiology—the 
study of function—to be able to visualise its 
principles, to know how to vary procedure to the 
needs of the individual, and to fit himself to make 
some personal contribution to surgical advance. 

It is true that every surgeon is thoroughly 
grounded in physiology as a student, and that he 
must later pass the stiffest test in the world, the 
primary examination for the fellowship of 
the Royal College of Surgeons. But though the 
student is taught physiology well and truly, the 
surgeon in his prime has left his student days 
twenty or thirty years behind him, and knows 
little of contemporary physiology unless he learns 
it from his son. Even the rather antiquated 
physiology he learnt for his ‘* Primary ”’ has been 
pushed by fierce competition into those sidereal 
realms where it is a taxon memory rather than 
a living science. The lack of liaison between 
surgeon and physiologist means that important 
advances may for long remain laboratory secrets 
and reach the wards only by devious channels and 
after quite unnecessary delay. There is little 
machinery whereby the puzzles of the consulting- 
room and operating-theatre can be brought to the 
test-bench for solution, or the advances of the 
research worker be embodied in the everyday 
treatment of the clinician. 

The lectures on advanced physiology now being 
delivered at the Royal College of Surgeons are an 
attempt to bridge this lamentable gap between 
the laboratory and the bedside. In the first of 
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what it may be hoped will be a regularly recurring 
series three important practical topics are dis- 
cussed—shock by Prof. R. J. 8S. McDowatt, pain 
by Prof. E. D. Aprian and spinal anesthesia by 
Prof. A. D. Macponatp. Such addresses, in 
which advanced scientific discoveries are integ- 
rated and linked with their practical applications, 
and not merely slapped down with the “‘ take it 
or leave it ’’ attitude of the purely technical com- 
munication, may have the indirect and welcome 
effect of humanising the primary examination for 
the F.R.C.S., making it less a test of memory 
and more a training for surgeons. The college 
have for many years been more than an examin- 
ing body; they have put their excellent library 
and unique museum at the disposal of students 
of all grades, and for the last fifteen years have 
taken a leading part in surgical research. That 
they have persevered with this step in post- 
graduate education in spite of the war is a happy 
augury for the future. 


TREATMENT OF DROPSY 


Curonic dropsy or edema is a symptom com- 
mon to several conditions, but it is so often the 
most striking manifestation that the laity regard 
it as a disease in itself. In the last fifteen years 
much has been learned about the mechanism of 
cedema and the production of diuresis; new reme- 
dies have been discovered and we are now able to 
treat dropsy rationally with a good chance of 
success. Almost all forms of oedema may be 
explained by regarding the capillary wall as a 
semipermeable membrane through which proteins 
cannot readily pass although water and salts can. 
At the arterial end of a capillary water and salts 
pass into the tissue spaces; at the venous end 
they are reabsorbed. (dema results when the 
capillary pressure rises or when the amount of 
protein in the blood-plasma falls. Important con- 
tributory factors are injury to the capillary wall, 
obstruction to lymph-channels, high salt or water 
intake and a warm environment. This is of course 
an over simplification of a complex problem, and 
it is easier to explain why edema appears than 
why it does not appear under normal conditions. 
The commonest cause of generalised cedema is 
congestive cardiac failure and the mechanism here 
is more obscure than in other pathological states, 
though this is the condition in which treatment 
is usually most effective. The rise in venous 
pressure and the lack of muscular activity raise 
the effective capillary filtration pressure but in 
addition there is increased permeability of the 
‘apillaries to water and salts. A factor often 
overlooked is the hypoproteinemia which, as 
THomson ' points out, may result from the low 
protein diet often prescribed by the physician and 
which can be partly rectified by giving as much 
protein as the patient can digest. 

The general measures adopted in the treatment 
of cardiac failure will of course relieve oedema 
in so far as they are successful in improving 





1. Thomson, W. A. R. Quart J. Med. 1934, 3, 587. 
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eardiac function Full digitalisation, combined 
with rest in bed, often produces a large diuresis 
and may make additional treatment unnecessary. 
When cdema persists, however, the most promis- 
ing measure is the administration of the organic 
mercurial diuretics and it is only comparatively 
recently that the value of these compounds has 
been properly appreciated. The best known of 
them has lately been introduced into the British 
Pharmacopoeia under the name mersalyl. THoM- 
son ? has shown that the diuretic effect of these 
agents is often just as great without digitalis as 
with it and in his recent review Marvin * points 
out that the patient may be spared several days 
of discomfort if they are used without delay. 
They are best given by intravenous injection, 
and this has been an obstacle to their extensive 


use in general practice especially since escape of 
the drug into the subcutaneous tissues leads to 
severe pain and necrosis. Intramuscular injec- 
tions are, however, almost equally effective and 
if properly given are free from danger and almost 
free from pain. Suppositories are also available, 
but rectal irritation or ulceration is so common 
after their use that the American Council on 
Pharmacy and Chemistry has rescinded its 
acceptance of them. Administration by mouth is 
practicable but the results with this route are 
far less satisfactory and it should only be used 
to supplement intravenous or intramuscular injec- 
tion. The mercurial diuretics produce their effect 
mainly by a direct action on the renal tubules 
that lessens their power of reabsorption. Many 
attempts have been made to enhance their effect 
with substances that produce diuresis through 
other mechanisms. Most of the organic mercurials 
as issued have a proportion of theophylline, 
ranging from 5 to 28 per cent., added with this 
purpose. Similarly, the diuretic effect of mer- 
salyl can be increased by giving gr. 15-30 of 
ammonium chloride three or four times a day for 
two or three days before the injection, and 
SHeLuinG and Tarr* have reported an enhanced 
diuresis when magnesium sulphate is injected 
together with Salyrgan. Urea was first recom- 
mended as a diuretic in cardiac cdema by 
Crawrorp and McIntrosu® and in our last issue 
WinTERNITZ produced further evidence of its value 
in cardiac dropsy and suggested that it is most 
useful when given in combination with the organic 


mercurial diuretics. A profuse mercurial diuresis 
is commonly followed by several days during 
which the output of urine is low. Urea tends to 
prevent this period of oliguria, so that injections 
need not be given so often—indeed, they can 
sometimes be dispensed with entirely. It should 


not be used where there is renal insufficiency or 
nitrogen retention, but otherwise its only objec- 
tion is its bitter taste which is difficult to mask. 
\Mlost patients can take it without nausea for 
several weeks at a time, and MARVIN SaVvs that 


’ Thomson, W. A. R. Quart. J. Med, 1937, 6, 321. 
Marvin, H. M. J. Amer. med. Ass. March 2, 1940, p. 757. 
i. Shelling. D. H. and Tarr, L. Med. J. Rec. 1930, 131, 365, 
Crawford, J. H. and McIntosh, J. F. Arch. intern. Med. 1925, 
36, 530 
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many continue with it for months or years with- 
out interruption. 

In renal disease edema may arise at different 
stages. It is clearly undesirable to administer 
diuretics in acute nephritis where the kidney is 
inflamed, and where the cedema is probably due 
to capillary damage. In the nephrotic syndrome, 
however, much can be done provided there is no 
hematuria and no evidence of nitrogen retention. 
Here high-protein diet with limitation of salt and 
fluid may be supplemented by diuretics, of which 
the mercurial diuretics are again most effective 
and do not damage the kidneys. Urea is also 
occasionally useful and there seems to be no 
objection to combining it with mercurials as in 
cardiac edema. Potassium nitrate in large doses, 
up to gr. 180 a day, may also be tried. When 
other methods fail repeated intravenous injections 
of acacia seem justified, though they are not 
entirely without danger. Among the less common 
causes of dropsy, two are apt to be overlooked, 
and both are eminently treatable. The first is 
chronic constrictive pericarditis (Pick’s disease), 
in which dropsy is associated with raised venous 
pressure, lowered arterial pressure and a small 
heart. In this condition mercurial diuretics are 
good palliatives, but by resection of the constrict- 
ing pericardium normal health is as a rule spec- 
tacularly restored. The second is deficiency of 
vitamin B, whose cardiovascular consequences 
can also be strikingly relieved provided they are 
recognised. Suspicion of this deficiency, which 
may arise from defective intake or defective 
absorption, should always be aroused when con- 
gestive cardiac failure with edema occurs without 
convincing signs of heart disease, especially when 
some degree of polyneuritis is also present. Daily 
injections of full doses of vitamin B, lead to 
great improvement, and the cedema disappears 
often within a few days. 


BURNS 


SURPRISINGLY few of the enormous number of 
papers that appear on burns contain careful 
clinical studies of the severe systemic disturb- 
ances which follow them, vet there is an obvious 
need for the information which only such studies 
can supply. One of the oldest theories of the 
cause of these disturbances—the formation and 
absorption of non-bacterial toxins in burned tissue 
—is still a subject of dispute. The theory is 
widely accepted in this country and on the con- 
tinent, but in America it has been generally 
abandoned in favour of UNpERHILL’s view that, 
apart from an early stage of shock, the disturb- 
ances are to be attributed to increased blood (more 


correctly corpuscular) concentration, the result of 


plasma loss in the burned area. Another concep- 
tion is that of ALpricH,! according to whom a burn 


is essentially an infected surgical lesion: ‘*‘ where 
there is no infection there is no toxemia.’’ Some 
of the conflict of opinion seems to arise from the 


failure of writers to define and describe precisely 


1. Aldrich, R. H. New. Engl. J. Med. 1933, 208, 299. 
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the stage and nature of the disturbances to which 
they refer. Often, for instance, no distinction is 
drawn between secondary shock, of which the 
main cause is probably local loss of plasma, and a 
succeeding stage of ‘“‘ toxemia’’ of which the 
cause may well be different. According to 
Wixtson and others? the symptoms of the toxic 
phase, when it develops under the conditions of 
coagulation treatment, can be explained neither 
by corpuscular concentration nor by bacterial 
infection, and in fatal cases a lesion of the liver 
cells is found which is incomparably more severe 
than that produced by anoxia or any of the 
common bacterial toxins. Corroboration of these 
observations has lately come from McCrure * and 
tussEL ELkinton* in America. Here, then, 
is suggestive evidence from clinical sources of a 
circulating non-bacterial toxin after burns. It 
would, however, be interesting to know if the 
same conclusions hold for other methods of treat- 
ment and those who employ them have an oppor- 
tunity to make a_ valuable. contribution to 
knowledge. 

The treatment of an extensively and severely 
burned patient is an exacting business for both 
surgical and nursing personnel, and success can be 
attained only through interest, energy and unre- 
mitting care. It is doubtful whether sufficient 
attention is paid to the general treatment, par- 
ticularly of secondary shock, which requires active 
and timely measures if life is to be saved. Recent 
developments in the treatment of burn shock 


9 


2. Wilson, W. C., MacGregor, A. R. and Stewart, C. P. Brit. J. 
Surg. 1938, 25, 826. 

3. McClure, R. D. J. Amer. med. Ass. 1939, 113, 1808. 

4. Elkinton, J. R. Bull. Ayer clin. Lab. 1939, 3, 279. 
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include infusion of human plasma, administration 
of oxygen in-high concentrations and injection of 
suprarenal cortical hormone, natural or synthetic. 
In severe toxemia also the hormone seems worthy 
of trial, and dextrose infusions may be of value. 
The coagulation form of local treatment is for the 
moment firmly entrenched as the method of 
choice. Many modifications of the original tannic- 
acid treatment introduced by Davipson® of 
Detroit in 1925 have been described but nearly 
all are aimed at hastening coagulation and com- 
bining more efficient antisepsis. Silver nitrate 
in a 10 per cent. solution is employed either with 
a dye antiseptic, such as gentian violet, or with 
a 5 per cent. tannic-acid solution; it acts both 
as coagulant and antiseptic. The dye antiseptics 
are also weak coagulants and an interesting mix- 
ture is that of brilliant green and acriviolet.® 
McCyiureE uses hexyl-chloro-resorecinol which is 
said to be strongly bactericidal but not toxic to 
cells in tissue culture; it is applied with tannic 
acid in a water-soluble jelly base. Other methods, 
however, have their advocates; some swear by 
the simple cod-liver oil application, while others 
say that the satisfactory local results justify the 
time-consuming and complicated procedure of 
saline soaks and baths. 

One feature of burning injuries should not be 
forgotten: prevention. When the annual death- 
rate is considered—nearly 8000 in the United 
States alone—it is disturbing to learn that 90 
per cent. of the total can be classified as 
avoidable. 


5. Davidson, E. C. Surg. Gynec. Obstet. 1925, 41, 202. 
6. Aldrich, New Engl. J. Med. 1937, 217, 911. 


ANNOTATIONS 


THE URANIUM TWINS 

Tue discovery of another radioactive substance, 
U-235, a chemical twin or isotope of uranium, is 
announced in the Physical Review of May 6, and 
commented upon by the New York newspapers. 
Detailed comment cannot yet be made here, but a word 
may be said on the perpetually recurring subject of 
the power that can be got from radioactive bodies. 
It is a splendid topic for those who can wield a facile 
pen. Five pounds of U-235 would drive a liner for 
weeks—such attractive headlines have been dangled 
before the eyes of the newspaper reader ever since 
Rutherford found that radium could keep itself at a 
little higher temperature than its surroundings. 
Energy for nothing, horse-power ad libitum, and if 
only we had a little more of it we could sail the 
Queen Elizabeth without coaling round the world. The 
realisation is, of course, impossible, for it is axiomatic 
that there is only a large amount of a radioactive 
substance if it is a very weak one; if it is strongly 
radioactive you simply cannot get hold of a large 
quantity; ergo, all the talk about speeding battleships 
by such means is high-falutin nonsense. We hear 
that German scientists have dropped all other work 
to concentrate on U-235. If so, good luck to them, 
for the properties of U-235 are likely to be of great 
scientifie interest, and the energy they get from 
it is not likely to carry them far towards winning 
the war. 


THE TOURNIQUET 


THe arrest of hemorrhage is the most important 
subjeet in first-aid, and the textbooks quite rightly 
devote considerable space to it. But it is one thing to 
read about methods of stopping hemorrhage and quite 
another to use the right method in practice and to use 
it effectively. Sound judgment is essential and some 
experience a great help. It is as easy to do too much 
as too little, and the cure may be worse than the 
disease. Above all, the use and the misuse of the 
tourniquet must be thoroughly understood. In the 
first place, it is not generally recognised among first- 
aiders that most external arterial hemorrhage can be 
stopped by a dressing bandaged firmly on to the 
wound and that this is the method of choice. More- 
over, in these relatively mild cases, the tourniquet 
often increases the hemorrhage because it is not 
applied or not maintained tightly enough, and as soon 
as it is released the bleeding, which is from obstructed 
veins, stops. Although it is well known, it cannot 
be too strongly emphasised that the tourniquet always 
causes damage, and sometimes irrecoverable damage, 
to the limb by direct pressure on nerves, especially 
in the arm, and by anoxemia of the tissues. Three 
sound rules are that every case in which a tourniquet 
has been used should be clearly marked; that the time 
of application should be noted in writing; and that 
the tourniquet should be loosened at regular intervals 
(say, every 20 min.) and only reapplied if the bleeding 
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starts again. A minority might disagree with this last 
rule and maintain that the tourniquet should not be 
loosened until the patient has arrived where he can 
be treated surgically. Recently there has been some 
discussion about the temperature at which a limb to 
which a tourniquet has been applied should be kept.’ 
It is true that an ischemic limb should be kept cold 
so as to diminish its metabolism, but when a tourni- 
quet is applied as first-aid it is surely sufficient simply 
to avoid warming the limb and to get the patient to 
the surgeon as quickly as possible. 

The type of tourniquet used is of great importance. 
A tourniquet must often be improvised from whatever 
materials are available, but what is the best kind of 
tourniquet to recommend to first-aiders and casualty 
hospitals? It must be easy to put on and take off 
and must cause the smallest possible damage to the 
tissues. Sir Thomas Lewis’ has protested against 
the Samway tourniquet which has been supplied 
by the Ministries: it is awkward, inefficient and 
dangerous. The rubber is hard, thick and inextensible 
and cannot without great difficulty be fixed in the 
anchor. To undo it is equally difficult. A strong 
man would win after a struggle: most women would 
be beaten: the patient would be tortured. As Sir 
Thomas points out, a simple broad rubber strap would 
be cheaper, safer, more convenient and more efficient. 
The inner tube of a bieyele tyre would serve well. 
Another useful tourniquet has been devised by Mr. 
E. D. Smith.2 It consists of a band of webbing 
40 in. long which is fitted with a pressure pad and 
a knobbed twist-stick: and there is also a dressing of 
eyanide gauze for the wound. The whole apparatus 
will fit in a waistcoat pocket. Every first-aider should 
be supplied with an efficient tourniquet which he 
knows how to apply, and, above all, he should be 
taught when to avoid it. 


DIGITALIS 

War is the most satisfactory preparation of 
digitalis? Employing what may be described as the 
Evans-Hoyle technique, used so effectively in the 
study of the drug treatment of angina pectoris,‘ 
Evans * has investigated the effects of six preparations 
of digitalis—the powdered leaf, the tincture, digoxin, 
Digitaline (Nativelle), digitalin (A. & HL), 
and Digifoline (Ciba)—and three preparations 
with a digitalis-like action—strophanthin by 
mouth, ouabain, and Folinerin§ (Schering)—in 
18 patients with mitral stenosis, auricular fibrilla- 
tion and heart failure. They were treated as out- 
patients and each preparation was given for a 
fortnight, the observations being controlled by intro- 
ducing test periods during which digitalis was with- 
held and Cardiazol or Coramine were the only drugs 
prescribed. Judged by the extent to which they 
relieved symptoms of heart failure, and slowed the 
heart, and by their freedom from toxic effects, all six 
preparations of digitalis proved satisfactory, their 
order of therapeutic efficiency when used in customary 
doses being the powdered leaf, Nativelle’s digitaline, 
digifoline, digoxin, the tincture and digitalin (A & H.). 
Folinerin, ouabain, and strophanthin did not pro- 
duce satisfactory digitalisation and in Evans’s opinion 
their routine use in patients with heart failure is 
unjustified. It is a pity that the tincture of strophanthus 
was not used instead of strophanthin, for this prepara- 
tion is worthy of more attention than most clinicians 


1. Brit. med. J. March 2, 1940, p. 364 et seq. 

2. Times, May 3, 1940; Brit. med. J. March 16, 1940, p. 457. 

3. Oral Topics, March, 1940, p. 233. 

4. Evans, W. and Hoyle, C. Quart. J. Med. 1933, 2, 311; 1934, 
. 105. 

5. Brit. Heart J. January, 1940, p. 51. 
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give it. Evans sets out the actual cost of each drug 
for hospital patients receiving it three times a day 
for a fortnight. As was to be expected, much 
the cheapest of the active preparations were the 
tincture (3d.) and the powdered digitalis leaf (6d.), 
the dosage given being M15 and gr. 14. Under 
war conditions the moral seems obvious—these 
two preparations should be used whenever possible, 
and in view of the call for economy in tinctures there 
is much to be said for restricting ourselves to the 
powdered leaf. 


HAVELOCK ELLIS 

Havelock Ellis was a writer by profession. His 
less known general contributions to literature covered 
a wide range, but his name is most closely associated 
with his detailed studies of sexual abnormalities. We 
know the history of the hostile reception that greeted 
them, of the Bedborough prosecution and the confis- 
cation of the first volume of his “ Studies,” and how 
with the traditional calm obstinacy of the left-handed 
man he carried on his work till at last it was recog- 
nised as honest and valuable. He had been in some 
ways a recluse; he never took part in controversy, 
never spoke in public, and almost the whole of the 
original material for his studies was obtained by 
correspondence and not by personal contacts. Of the 
man himself we knew little, and we opened his life 
story’ hoping to discover the kind of man this was 
who shook the deepest-rooted prejudices of our social 
life. At first we were disappointed. He says in his 
preface that his leading motive was the wish that 
others might be spared some of his difficulties; yet, 
except for a distressing shyness that lasted through 
life, he gives no direct indication of those difficulties, 
though on p. 87 he describes, without recognising their 
nature, disabling psychoneurotie symptoms which 
persisted till the approach of old age. After denying 
any sex interest—and, it appears, curiosity—till late 
adolescence he says “I have never repressed any- 
thing.” Yet in 1917 he wrote of Freud, “ He has 
revealed the possibility of new depths, new subtleties, 
new complexities, new psychic mechanisms.” 

The working out of his family-tree, his early home 
life, his sea voyages and the adolescent years spent 
as a school-teacher in Australia, the seven years 
spent in writing and working for the L.S.A. are 
deseribed with no hint of emotional diffieulties. The 
story of his married life fills many pages and it is 
here that he unwittingly discloses a marital situation, 
unfortunately not uncommon, that depends upon a 
crippling of emotions in the sexual sphere. His wife 
was intellectually suited to him, but physical relations 
meant little to them from the beginning. When they 
ceased, there followed a period in which the deep 
affection between husband and wife became more 
surely and firmly rooted. He declares this process 
was intensified by his wife’s ill health and her now 
frequent and severe illnesses, some of which were 
frankly hysterical. When he came to appreciate their 
“neurotic element” as most- prominent, Havelock 
Ellis protests his inereased attachment and describes 
what he fails to recognise as a masochistic pleasure in 
being dominated by her. 

Now we can fill in the picture. A childhood and 
adoleseence in which sex thoughts and feelings were 
completely repressed in the psycho-analytical sense of 
the word were accompanied by intense shyness and 
followed later by the conversion of pathological 
anxiety into physieal symptoms which, sometimes 
taking on the form of phobia equivalents, persisted 


1. My Life. By Havelock Ellis. London: William Heinemann. 
1940. Pp. 542. 158, 
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for many years. Difficulties reached their climax 
through a marriage in which, unconscious ealling to 
unconscious, hysterical symptoms on the one side were 
welcomed on the other as maintaining an emotional 
bond that otherwise would have snapped. Such a 
false adjustment could not satisfy emotional needs, 
and each of the pair, even whilst declaring the ever- 
lasting strength of the bond, formed another attach- 
ment that inevitably brought bickering and mutual 
hurt. Behind these experiences we can imagine a 
sense of frustration, unformulated by himself, that 
sustained Havelock Ellis in a task the uneonscious 
goal of which was his own salvation, rationalised to 
himself and the world as a desire to save others from 
the difficulties in himself which he dimly perceived 
and never defined. With this aim he set out to collect 
in minutest detail the material he later published. 
The curiosity so thoroughly repressed in his youth had 
now come into its own, but the knowledge thus gained 
failed to guide him to sexual maturity, for it could 
not influence his unconscious difficulties. Nevertheless, 
he reached salvation of a kind, in so far as he made 
peace with himself and was able finally to attain a 
philosophy of life that fitted his own needs and limita- 
tions. In his external aim he has also come near to 
indirect achievement, for he has furnished knowledge 
that can serve us in the understanding of human 
difficulties which, without the influence of his work, 
would still be ignored or counted as wanton perversity. 


CONTRASTS IN MORTALITY BETWEEN ENGLAND 
AND THE UNITED STATES 


A SEASONAL swing in the incidence of mortality 
has long been a feature of the Registrar-General’s 
returns. The maximum invariably falls in the first 
quarter of the year, the minimum in the third quarter, 
and with the virtual disappearance of summer 
diarrhea as a major cause of infant mortality the 
difference between crest and trough has increased 
considerably. For instance, in 1851-55 the death-rate 
in the March quarter was 25-3 per 1000 living and in 
the September quarter 21-0; the maximum is 20 per 
cent. greater than the minimum. In 1931-35 the 
corresponding figures were 15-4 and 9-6, and the 
maximum is 60 per cent. greater than the minimum. 
Is there any way, it might be asked, of reducing this 
large difference, or is the winter excess due to causes 
of death—e.g., influenza—over which we at present 
have little control? An indication that its level may 
include components amenable to preventive medicine 
is shown when the seasonal swing in England and 
Wales is compared with that revealed by the mortality 
figures of the United States. Such a comparison 
shows that the winter peak is higher in this country 
although in the summer we fall to a lower point than 
the U.S.A. It looks as if the English excess at the 
former time and the American excess at the latter 
may both inelude causes of death due to remediable 
conditions, and that, in fact, is the conclusion reached 
by Mr. E. Lewis-Faning, Ph.D., in a detailed statistical 
study of the problem.’ Mortality in Germany is also 
included in his picture but owing to lack of sufficiently 
detailed information he is unable to make much use 
of it. In this country and the United States, however, 
many causes of death are tabulated by month of 
occurrence, and Lewis-Faning has found it possible 
to ealeulate average daily death-rates (standardised ) 
in each month of the year for each country, and also 
for the New England states separately. From the 
1. A comparative study of the seasonal incidence of mortality 

in England and Wales and in the United States of America. 


By E. Lewis-Faning. Spec. Rep. Ser. med. Res. Coun., 
Lond. No. 239. H.M. Stationery Office. 1940. Pp. 69. Is. 
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numerous comparisons made it appears that the main 
contributors to the unfavourable winter balance in 
this country are influenza, respiratory tuberculosis, 
bronchitis and pneumonia. To its advantage in the 
summer the two most important factors are diseases 
of the heart and deaths from violence, the former 
showing a large decline in the summer in both 
countries but more strikingly in England and Wales, 
and the latter revealing no great seasonal variation 
in this country but a large summer rise in the U.S.A. 
Diarrhea and enteritis also show a _ considerably 
greater upward swing in the summer months in the 
U.S.A. as a whole but in the New England states such 
mortality is uniformly below that in England and 
Wales. Lewis-Faning’s conclusion, therefore, is that 
the winter disadvantage and the summer advantage 
of our country are both dependent, at least in part, 
on factors of mortality preventable in some degree. 
The relatively high rate of mortality from violence in 
the U.S.A. is clearly open to attack, and it would be 
interesting as a first step to examine its components. 
On the other hand, influenza in the pandemie of 
1918 fell, the Registrar-General concluded, equally on 
the sanitarily just and unjust, and in recent years 
mortality attributed to it has, unlike that of other 
infectious diseases, tended to be higher in the rural 
than in the urban districts of this country. If we 
must perhaps exclude it from the field of preventive 
medicine at present the same does not apply to 
mortality from pneumonia and _ bronchitis. Dr. 
Stevenson long ago stressed his belief that the former 
was a preventable disease and that judging from local 
variations some parts of England and Wales had a 
good deal to learn in regard to prevention. That 
conclusion still holds, while the importance of environ- 
mental and nutritional factors in respiratory tuber- 
culosis is today a commonplace. It seems therefore 
that there is certainly some scope for reduction in our 
winter death-rate. It is the only figure to fluctuate 
materially from year to year; in the decennium 1927-36 
the death-rate in the last three quarters of the year 
varied only between 10-7 and 11-4 per 1000 while in 
the first quarter it ranged from 13-2 to 20-9. Lewis- 
Faning’s report is a valuable contribution to the study 
of such seasonal variations and their underlying causes. 


RESULTS OF RADIUM THERAPY 


NEarLy all of the reports published by national and 
international commissions responsible for the collec- 
tion of radium statisties and by individual radium 
centres give the results from year to year, and include 
the cases recently treated. It is therefore a welcome 
change to find the Holt Radium Institute producing a 
report* which deals only with survival-rates five 
vears after treatment. This centre is fortunate in 
serving a large population which provided in the two 
years under review, 1932 and 1933, enough cases to 
give significant figures for analysis of results in the 
common eancers accessible to radium treatment. There 
are two sections, written from different points of view. 
The first gives complete tables for all cases arranged 
so that they are easily understood by the layman; 
the second gives a detailed analysis of the methods of 
treatment and their results. The number of cases 
treated was 1918 out of a total of 2531 examined; 
294 were considered too advanced for treatment, and 
the rest were submitted to surgery or were found not 
to have cancer. Of those treated only 2 per cent. have 
not been traced. The net survival-rate for all cases 
treated in 1932 is 38 per cent.; for those treated in- 


1. Christie Hospital and Holt Radium Institute, Manchester. 
Statistical Report on the Results of Radium Therapy in the 
Treatment of Malignant Disease. 
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1933, 43 per cent. The tables contrasting the results 
by stage demonstrate beyond question the decisive 
influence of the stage of the disease on the possibility 
of cure. In the 1933 group, 80 per cent. of early 
cases or 63 per cent. of early and moderately early 
cases taken together, but only 18 per cent. of advanced 
cases were alive after five years. Workers in the 
field may feel that such mass figures ineluding every 
type of cancer are of less value than analysis by site, 
but their propaganda value cannot be doubted. The 
figures are used here to drive home the fact that cancer 
in its early stage is highly curable, and they deserve 
the widest publicity. 

The method by which the cases are divided into 
early and late is interesting. Where there are 
aceepted stages based on pathological anatomy, such 
as the League of Nations staging for cancer of the 
cervix or the modified Steinthal stages for the breast, 
they are used, but where these are not available, as 
for cancer of the mouth, special stages have been 
devised and described. The essential difference 
between early and moderately early (stages 1 and 2) 
and late (stages 3 and 4) cancer of the mouth is the 
presence of enlarged lymph-nodes in the neck. This 
idea has been carried through all kinds of tumour 
treated, localised lesions being regarded as at least 
moderately early while those showing secondary 
deposits or definite spread beyond the primary area 
are described as late. 

The results must on the whole be regarded as satis- 
factory. Centres such as the Fondation Curie or the 
Marie Curie Hospital, London, give better figures for 
individual sites, but the Manchester results show what 
“an be done by radiation therapy in one of the largest 
industrial districts in the world, part of it scheduled 
as a distressed area. It is disappointing to see that 
no suecess has been obtained with cancer of the rectum 
and m@sophagus, but this is balanced by the satis- 
factory figure for cancer of the mouth, ineluding the 
lip, where the net survival-rate was 33 per cent. In 
recent years there has been a tendency to favour 
teleradium or X-ray therapy for cancer of the mouth 
and the radium bomb has largely supplanted mould 
and implantation methods in many centres. To prove 
the value of these newer methods it will be necessary 
to improve on the figures obtained in Manchester by 
the systematic use of radium needles and applicators. 


CESOPHAGEAL PILES 

Unexpectrep bleeding from csophageal varices is 
not so uncommon as might be thought and has often 
been the cause of disappointment after an otherwise 
successful splenectomy for Banti’s disease or splenic 
anemia. In aleoholie cirrhosis, too, now becoming 
rare, varices in the esophagus have sometimes been 
responsible for a terminal hematemesis. Since the 
enlarged veins can be detected radiologically and can be 
confirmed visually through the @sophagoscope the pos- 
sibility of a direct attack invites consideration. 
But the first step must be correct diagnosis followed by 
appropriate treatment of the underlying cause, though 
in many cases little can be done and the varices remain 
as a residual menace to life. It was workers in the 
Mayo Clinie who suggested ligation of the coronary 
veins as a method of treatment and now Moersch * has 
demonstrated that the condition can sometimes be 
treated by local sclerosing injections, though the 
idea appears to have originated from Franckner and 
Crafoord of Stockholm in 1939. Moersch’s patient was 
a man of thirty whose first symptom was a severe 
hwmatemesis which occurred without warning in 1928. 


1. Moersch, H. J. Proc. Mayo Clin. March 20, 1940, p. 177. 
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A year later a much enlarged spleen was removed 
without incident. Then for seven years the man was 
free from any suspicion of hemorrhage but since 1936 
there had been recurring bouts of alarming hemat- 
emesis. On ordinary examination the man appeared 
to be in good health but radiography revealed the 
presence of varices in the lower csophagus. On 
cesophagoscopy the venous masses were seen to be so 
large that they almost obstructed the lumen of ihe 
gullet. In four sittings, with four days between each, 
the varices were injected with 0°5 ¢.em. of a 2°5 per 
cent. solution of sodium morrhuate. The immediate 
result was remarkable; the vessels lost their bluish 
colour, became yellowish-grey, firmer and smaller and 
the lumen of the @sophagus returned almost to its 
normal calibre. It cannot be easy to deliver the 
proper dose of coagulant accurately into the veins 
when the syringe has to be manipulated at the extreme 
end of the narrow space provided by even a wide-bore 
cesophagoscope, but it is comforting to learn that the 
punctures themselves were not a source of anxious 
bleeding. It is too soon to do more than live in hope 
about the man’s future but the method is at least 
feasible and holds out some promise in a condition 
where treatment has so far been singularly inefficient. 


HEALTH MINISTER 

SPEAKING to the Royal Society of Medicine shortly 
before he was appointed to the Ministry of Health in 
1938 Mr. Walter Elliot pointed out that the govern- 
ment of England was carried out by amateurs and that 
one seldom found a doctor as minister of health. 
Since then he has shown us that even good traditions 
can have honourable exceptions, and the Royal College 
of Physicians recognised the foree of his demonstra- 
tion when last month they elected him to the fellow- 
ship of the college. This is the first time that Mr. 
Maleolm MacDonald, the new minister, has strayed 
from the Colonial Office and the Dominions Office. 
But of late problems of health administration must 
have bulked large there, and he brings to his new 
office a background of specialised experience and a 
reputation for sympathy which the medical profession 
will welcome. 

We regret to announce the death at Exmouth of 
Louis BarHe Rawiina, F.R.C.S., consulting surgeon 
to St. Bartholomew’s Hospital and an authority on the 
surgery of skull and brain. 

The Army needs more doctors. Men up to the age 
of 55 who are willing to volunteer for general duty 
should apply at once to the secretary of the Central 
Medical War Committee, B.M.A. House, Tavistock 
Square, W.C.1. 


The Lancet 100 Years Ago 


May 16, 1840, p. 276. 
From a leading article. 


We have frequently expressed doubts as to the utility 
of hospitals, excepting in a qualified sense, and under 
peculiar circumstances. If the Poor could be attended 
at their own dwellings, and the money expended in the 
erection of buildings were judiciously employed to promote 
the warming, ventilation, and cleanliness of their rooms, 
to provide them with clothing or linen, and to supply 
them in sickness with the necessary diet or remedies, 
and the advice of the qualified Medical Practitioners of the 
district, the mortality would, we believe, be less than it is 
in hospitals. The patients would recover more rapidly, 


and many afflicted persons would be restored to their 


families, who now fall victims to erysipelas, purulent 
absorption, and other maladies. 
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PREVENTION AND TREATMENT OF WOUND INFECTION 


VI 
SURGERY OF INFECTED WOUNDS 
By W. H. Ogitviz, M.Ch. Oxfd, F.R.C.S. 


SURGEON TO GUY’S HOSPITAL 

The body is a sterile territory, protected by an 
epithelial rampart of intricate contour and varying 
structure, and surrounded on all frontiers, external 
and internal, by a world of bacteria. When the 
epithelium is breached, whether by accident or 
intention, the way is open for the entry of bacteria 
into the tissues. None may get in. If any do, they 
first contaminate the wound only, lying on the surface 
in the dirt, foreign matter or discharges with which 
they were introduced ; later they multiply, invade 
the tissues and possibly the body fluids, and infect the 
wound or the patient. The principles of the preven- 
tion and treatment of wound infection in so far as they 
concern the surgeon are therefore : 


1. To avoid the contamination of intentional 
wounds. 

2. To decontaminate accidental wounds before 
infection develops. 

3. In infected wounds, to assist those natural 
processes by which infection is already being fought. 


PREVENTION OF INFECTION IN SURGICAL WOUNDS 

Bacteria may be introduced into a wound by the 
instruments or materials employed in the operation, 
from the air in the theatre, from the patient himself 
or from some member of the surgical team. The 
methods of sterilising instruments and materials now 
in use are reliable, and few operation infections have 
been traced to these sources. Heat is the most 
certain method of sterilisation. Towels, swabs, 
dressings and operation clothing are sterilised in the 
autoclave, and provided that it is regularly inspected 
and checked at intervals by a _ bacteriologist the 
efficacy of modern apparatus can be accepted. Metal 
instruments may be autoclaved, but are more 
conveniently sterilised by boiling. Ordinary septic 
organisms are killed by two minutes’ boiling ; spores 
can survive this temperature for several hours, but are 
destroyed by moist heat at 120° C. or dry heat at 
160° C. The routine of twenty minutes’ boiling 
usually recommended in hospital is a safe one, but 
under conditions of stress the time can be reduced to 
five minutes. Spores may be destroyed by moist 
heat in an autoclave at 120° C. for twenty minutes, 
by heating in a bath of liquid paraffin to 140° C. for 
the same period, or by dry heat at 160° C. in an 
electric oven for an hour. Instruments containing 
soft solder may be damaged by the last two methods. 
Boiling has disadvantages with sharp instruments, 
which soon lose their edge, and with glass-metal 
syringes which are liable to crack when boiled. 
Needles, knives and scissors may be kept in a solution 
of one part of lysol to three of alcohol, and rinsed in 
alcohol and allowed to dry before use. Alcohol, even 
with lysol, is not an entirely reliable germicide, and 
spores at any rate can survive immersion in it for a 
long period. Knife blades and needles which have 
passed through infected tissues should therefore be 
thrown away or boiled before being put back in the 
solution, and different syringes should be kept for 
aspiration and injection. The sterilisation of catgut 
is a matter of the greatest difficulty, and is not 
nowadays undertaken by the theatre staff. The 
products of the firms selling sterile catgut under 
licence in this country are reliable, but under con- 
ditions of increased demand and supply from other 
markets, such as obtained in the last war, surgeons 
must be on guard against infections from this source. 
Silk, linen thread and silkworm gut can be boiled, and 


afterwards can if necessary be stored in 1 per cent. 
carbolic acid. In the prevention of wound infection 
the use of very fine silk or linen thread for ligatures in 
preference to catgut has many advantages besides 
that of cheapness. These materials can be rendered 
unquestionably sterile, they can be used in a much 
finer grade than catgut of comparable strength, they 
can be cut short without risk of slipping, and they 
provoke none of that cellular, reaction which accom- 
panies the absorption of catgut. 


BACTERIA ON THE SKIN 

Skin carries bacteria from two sources: chance 
bacteria picked up from recent contacts and lying on 
the surface, among the desquamated scales, on the 
hairs or in the folds round the nails, and resident 
bacteria living probably in the deeper skin crevices. 
The first may be pathogenic, particularly in those 
who work in hospitals, the second are often compara- 
tively harmless, but may include Staphylococcus 
aureus. The first can be removed almost entirely 
by mechanical and chemical means, the second 
cannot easily be destroyed or got rid of. In “ sterilis- 
ing’ his own hands and arms the surgeon has to steer 
between the need to remove pathogenic bacteria and 
the danger of setting up a dermatitis by repeated 
scrubbing and the use of antiseptics. Of these risks 
that of dermatitis is far greater than that of imperfect 
decontamination. The surgeon must avoid games 
that injure the hands or roughen the skin, abjure 
hobbies that are connected with oil and dirt, and keep 
his nails very’ short. Before an operation he should 
scrub his hands for five minutes in running warm 
water, using a soft nailbrush and paying particular 
attention to the nails. He should rinse his hands and 
arms in 70 per cent. alcohol, and while they are wet 
put on cap and mask and slip his arms into the sleeves 
of the gown, which is then pulled on by a nurse. His 
hands emerge dry from the sleeves, which they have 
not touched on the outside. Dry sterilised gloves 
whose cuffs have been turned down are then slipped 
over each hand in turn, the fingers touching the 
inside only, and the cuffs are turned up over those 
of the gown, using the finger-tips of the glove. By 
such precautions no organisms remaining on the skin 
(and they must be very few while the hands and arms 
are still fresh from the alcohol rinse ) can be transferred 
to those parts of the operation clothing which will 
touch the patient. 

Boiled gloves carry a great danger of infecting the 
wound with skin-borne organisms, for the hands are 
macerated inside them throughout the operation, and 
any prick or tear gives exit to a jet of infected fluid. 
Dry gloves, on the other hand, leave the hands dry, 
and should they be punctured the tendency is rather 
for tissue fluids to be absorbed inwards by the powder 
than for anything to get out. Further, they allow the 
surgeon who has long lists to adopt a technique that 
avoids the risks of repeated scrubbings. At the end 
of each operation the gown is undone behind, brought 
forward, and pulled off the outstretched arms by the 
nurse. The sleeves coming off pull down the cuff 
of the glove, and the surgeon takes off the gloves, 
handling the first from the outside, the second from 
the inside. His hands and arms are uncontaminated, 
and if inspection shows no stains where a glove has 
been punctured he need only rinse them in water and 
spirit and dress for the next case. Between cases he 
keeps his gloves on while he handles notes, has a cup 
of tea or smokes a cigarette, and removes them only to 
change for the next operation. 

With the patient’s skin mechanical cleansing is 
again more important than chemical disinfection. 
The skin should be well washed with soap and hot 
water and shaved if hairy. The cleansing should be 
as thorough as possible, since the dangers of repeated 
scrubbing do not exist here, and is best done shortly 
before the operation. Preparation some hours before- 
hand, followed by a sterile compress, causes the 
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patient needless anxiety and loss of sleep and tends to 
increase perspiration and bring deep organisms to the 
surface. An antiseptic should be painted over the 
area of operation shortly before it is to begin. The 
choice of antiseptics for skin sterilisation is largely 
decided by fashion, spirit being the favourite on the 
continent, iodine or one of the dyes in England, and 
mercurial preparations in America. Spirit alone is 
not particularly effective, and, being colourless, leaves 
no indication of which areas have been prepared and 
which missed. Picric acid may cause a severe 
dermatitis, and is therefore unsafe. Tincture of 
iodine is expensive and no better than a 2 per cent. 
watery solution, but it paints well on the skin and has 
been approved so long and so widely that it is likely 
to remain a favourite where economy is not a 
consideration. The antiseptics which appear to be 
the most potent in sterilising the skin are Tinker and 
Sutton’s solution of acriflavine, Bonney’s blue, 
Harrington’s mercuric chloride solution, and Dettol. 


AIR-BORNE INFECTION 


The air of the theatre will contain organisms from 
two sources—those carried in the floating dust, and 
those distributed in droplets from the upper respira- 
tory tract of people in the room. Dust is everywhere 
in the air, but most near ground level, and on each 
successive floor of a hospital it decreases. Dust also 
lies in the trappings of a theatre and is disturbed by 
movements. When a theatre has been designed 
without angles or ledges, and is free from cupboards, 
shelves, windows, radiators and so on, when it is kept 
scrupulously clean and the necessary furnishings and 
lamps are not moved during the operation, the 
amount of dust in the air is negligible. It is doubtful 
if the wearing of special boots by the team confers 
any safety on the patient, though as part of the 
surgical costume they are almost essential to give a 
feeling of freshness and to spare the ordinary footwear 
from damage. In modern theatre blocks now being 
built dust-borne organisms can be almost entirely 
eliminated. The theatre is empty except for the 
operating table and the instruments in use, and is 
tenanted only by the patient and operating team. 
Spectators and all unsterile personnel are in adjacent 
rooms or galleries reached by a different approach, and 
are separated by complete walls of glass from the 
theatre, with which they communicate by a two-way 
microphone. There are no windows and an air- 
conditioning plant satisfies at the same time the needs 
of air sterilisation, ventilation, and temperature 
regulation. 

Droplet infection from the respiratory tract of some 
member of the operating team is a danger against 
which air purification does not guard, and, since the 
organism is often a virulent streptococcus that can 
establish a dangerous infection even in healthy 
tissues, it is the most important single factor to be 
guarded against in an operation under modern con- 
ditions. Air expired through the nose does not often 
distribute organisms, it is the air expelled from the 
mouth in talking and still more in coughing that is 
the danger. The risk is however eliminated by an 
efficient mask, which must reach vertically from half 
an inch above the tip of the nose to well below the 
chin and laterally as far as the outer canthus, and 
must be moulded at its upper edge to seal the gap 
between nose and cheek. The incorporation of a 
layer of Cellophane 3 in. square in that part which 
covers the mouth is sufficient to exclude any spray, 
and does not make the mask hot or irksome: six 
layers of fine gauze (No. 44) mesh give adequate 
protection and greater comfort. 

The prevention of infection implies not only the 
exclusion of all bacteria from the wound but leaving 
the tissues in a state to undertake repair rapidly and 
efficiently, and to overcome any stray organisms that 
may have found entry or may be brought later by the 
blood-stream. This object is attained by clean 
cutting rather than blunt dissection, by interfering as 
little as possible with the nerve- and blood-supply of 


divided structures, by gentle retraction, by avoiding 


SURGERY OF INFECTED WOUNDS 


{may 18, 1940 


hemorrhage, seizing vessels before they are divided 
and small bleeding points as soon as they are seen, by 
ligating with the finest possible material and including 
the smallest amount of tissue in the ligature, by 
obliterating all dead space in closure, and by avoiding 
any mechanical, chemical or thermal injury to the 
tissues. Diathermy must be looked on as a way out 
of difficulties, but it does not favour clean healing. 


PREVENTION OF INFECTION IN CONTAMINATED WOUNDS 

Accidental wounds differ from operation wounds in 
two main particulars—that they contain Sage and 
that the surface of the wound is to some extent 
devitalised. They include the injuries of pope Pie in 
factories and on the roads, and the wounds produced 
by every kind of weapon. The principles involved are 
the same in all, and since it is only principles that 
are being considered here discussion will be limited to 
wounds of the limbs produced by machine-gun bullets 
or fragments of high explosive, because in such 
wounds the factors of devitalisation and contamina- 
tion are well marked and modifications due to injury 
of special tissues do not arise, while they are at present 
the chief problem in warfare, that upon which surgical 
teams must concentrate when the number of the 
wounded makes selection imperative. In such 
conditions it is right that the surgeon should devote 
an hour to three limb wounds to enable them to 
recover with full function, rather than to one abdo- 
minal wound which has at best a 50 per cent. chance 
of survival and a 25 per cent. chance of recovery with 
a useful life. 

A projectile, whether bullet or shell fragment, 
striking a limb at high velocity, will travel through 
it in a track that is usually a straight line in the 
position occupied by the limb at the time, but is often 
irregular when the limb is straight. The wound of 
entry may appear smaller than the projectile, that of 
exit larger ; round both the skin is bruised for a short 
distance. Along the track any tissues in the path of 
the projectile are destroyed, and around the track to a 
depth that varies with the projectile and the tissue 
but is usually half an inch at least they are killed by 
the concussion and are no longer living structures. 
The track itself may be filled with blood-clot, and will 
also contain foreign matter and the organisms which 
it carries. Foreign matter will include the projectile, 
perhaps in several bits, clothing, and often fragments 
of surroundings or personal belongings, consisting of 
wood, stone, aluminium and other substances trans- 
lucent to X-rays. Rifle or machine-gun bullets are 
usually sterile, but shell fragments are soiled with 
earth, and organisms are also introduced with the 
clothing and other foreign matter. These organisms 
will therefore be those on the patient’s skin and his 
clothing and those of the soil in the battle area ; they 
will be of many sorts, and in most cases will include 
anaerobic bacteria. 

Such a wound is contaminated, but not at first 
infected. There is a variable period, probably seldom 
less than four hours or more than twelve, between 
contamination and infection that provides the oppor- 
tunity for prophylactic surgery. Taking six hours as 
a fairly safe period ; if within six hours we can make a 
contaminated wound into a he -althy one by removing 
all damaged tissues, dirt and bacteria, we give it the 
characters of a surgical wound, and it will heal by 
first intention. Between six and twelve hours we 
may succeed by similar methods, but we shall need to 
watch with anxiety for signs of failure in the first few 
days after operation. After twelve hours we are 
unlikely to get clean healing, and shall usually be 
wiser not to attempt it. 

Whether the wound can be excised during this 
period of irrecoverable opportunity depends upon 
many factors, military, administrative and surgical. 
In desultory fighting the majority will reach a well- 
placed casualty clearing station in time ; in a severe 
battle, particularly one of movement, the majority 
willnot. The organisation of transport, the condition 
of the ground and roads and their immunity from 
attack will all affect the time of arrival. Once the 
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wounded reach the C.C.S. the time before they reach 
the theatre, and the number that can be dealt with 
before the grace period elapses, will depend on the 
perfection of the arrangement. If the buildings are 
arranged to facilitate one-way traffic—reception units 
leading through resuscitation, X-ray and preparation 
units into the theatre, and egress from the theatre on 
the other side leading to the wards—and if in the 
theatre itself each surgeon is working two tables, and 
if the building is arranged so that the flow of entering 
and emerging patients and of clean and soiled 
materials do not cross, the greatest number can be 
dealt with. The maximum rate of work over short 
periods, for a surgeon trained in C.C.S. work and 
assisted by a skilled team, is about 3 cases an hour, so 
that he cannot deal with more than 12 to 15 cases in 
the safe period and perhaps double that number in 
the period of comparative safety. 


DEBRIDEMENT 


The prophylactic excision of contaminated wounds, 
often called débridement, consists, in theory at any 
rate, of the excision of the whole wound track and of 
all damaged and devitalised structures around it, the 
removal of all blood-clot, dirt and foreign material, 
and the complete arrest of hemorrhage from the 
excised surfaces. In practice complete débridement 
is more often possible in civilian injuries than in war 
wounds. Short tangential or gutter wounds are 
readily accessible and can be excised completely, but 
deep through and through wounds must be 
approached first from one end and then from the 
other; the deeper parts are reached with difficulty, 
so that soiled muscle retracted in its sheath, or blood- 
clot infiltrating intramuscular planes, may easily be 
missed. In the buttock the depth of the tissues, and 
in the shoulder the presence of the scapula, present a 
serious obstacle to access. Important structures, 
such as nerve trunks and large vascular bundles 
which have been contused and soiled yet not divided, 
can only be cleansed by trimming their coats and 
washing them with antiseptics. Bone fragments 
which are loose or attached by damaged muscle only 
should be removed, but wide excision of the shaft 
where it is exposed is impracticable. In all cases it is 
well to realise that decontamination is a hope rather 
than a certainty. With limited wounds, particularly 
those involving joints or the hand, débridement is 
best performed under a tourniquet. To deprive tissues 
already damaged of their blood-supply even for a 
limited period may be criticised, and a limit of 20 
minutes for the upper limb and 40 for the lower should 
be set. The saving in time and the gain in exactness 
and neatness of the excision justifies this procedure 
in the experience of most surgeons. One lesson 
learned with difficulty in the last war was the need to 
conserve skin. The young surgeon was tempted by 
their speed and simplicity to perform guillotine am- 
putations, and in débridement to convert the wound 
into an open saucer. Skin, however, is very viable, 
and later is quite irreplaceable, and its needless 
sacrifice leads to many secondary amputations and 
late plastic operations for repair. It may be incised 
and turned back to lay the deep structures open, but 
only the damaged edges should be trimmed away. 


TREATMENT AFTER DEBRIDEMENT 


Primary suture.—Traumatic surgery is concerned 
above all with saving life and limb, and only second- 
arily with saving time or securing a good cosmetic 
result. Immediate closure of an excised wound can 
give first-intention healing and the best function 
compatible with the anatomical defect, but 
unsuccessful suture will give a result far worse than 
that obtained by second-intention healing, and may 
lead to amputation or loss of life. Primary suture 
can therefore be considered in a limited number of 
cases only, and is more often possible in road or 
factory accidents than in battle casualties. In war 
surgery it may be undertaken where débridement has 
been early and complete, where blood loss has not 
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been severe and the circulation of the injured limb is 
satisfactory, and where the patient can subsequently 
be kept under observation for at least a week. It 
should not be attempted in deep wounds, in those 
reaching the surgeon after six hours, in those in 
which the main artery is damaged or there is any 
hint of cedema or coldness in the neighbourhood, 
or where a piece of projectile, even the smallest, 
has been left behind, in patients who are shocked 
or suffering from multiple wounds, or at times of 
heavy fighting. 

An excised wound, however healthy, differs from a 
surgical one in that something is missing. Suture 
therefore is not anatomical reconstruction but an 
approximation to it, whose most important purpose 
is obliteration of dead spaces. Any elaborate repair, 
such as the suture of a divided nerve or the attachment 
of a severed tendon to a neighbouring belly should be 
left to a subsequent operation in a cleanly healed 
field. Sutures should be interrupted, to allow the 
escape of fluid between them, and should bring the 
tissues together without obstructing their circulation ; 
it is unwise therefore to close the gaps left by excision 
in tough membranes, such as the capsule of a joint or 
the aponeurosis enclosing a muscle group. A drain 
may sometimes be put in between two stitches 
with advantage, and retained for the first 24 or 
48 hours. 

In the middle period of the last war the practice of 
smearing the surface of an excised wound with 
B.1.P.P. before closure or partial closure was common, 
and the results obtained by the method were undeni- 
ably good. The antiseptic effect of the paste is 
negligible, and its value, apart from the moral 
support it gave to C.C.S. workers in the early trial 
days of excision and suture, probably lay in the film of 
oily powder that kept the surfaces apart and provided 
temporary drainage to the deeper parts of the wound. 
At the end of the war most surgeons held that the less 
B.1.P.P. was left in a wound the better it healed, and 
that it did better still with none at all. 

The dressing, compared to that of a surgical wound, 
should be more abundant, for oozing is more likely, 
and should be antiseptic, for it may be left on for some 
days, and the growth of saprophytic or freshly 
introduced pathogenic organisms in the discharges is 
thereby discouraged. A bandage should be applied 
evenly and firmly over the whole dressing to reinforce 
approximation and hemostasis, and to forestall 
cedema. After the dressing steps must be taken in 
every case to ensure that the wound and its neighbour- 
hood is kept completely at rest. Immobilisation by 
plaster slab or Cramer’s wire in the outer dressings, 
or by a plaster case or Thomas splint is therefore 
applied according to the needs of the case. 

After suture the patient must be watched carefully. 
A small rise of temperature does not necessarily 
indicate infection, but a toxic appearance, a steadily 
rising pulse-rate, a complaint of increasing pain in the 
wound, or the discovery of tenderness or pressure or 
of oedema at a distance from it, are danger signs that 
cannot be neglected. The wound should be opened 
and packed at once, without waiting for more obvious 
signs of infection. Should military needs demand the 
discharge of patients within a week, it is better to lay 
open all sutured wounds before evacuation than to 
risk complications during transport. 


(To be continued) 


INTERNATIONAL LEAGUE AGAINST RuEUMATISM.—The 
American committee of the league, with the American 
Rheumatism Association, has issued a statement post- 
poning the American Congress on Rheumatic Disease, 
which was to have been held in 1940 under the presidency 
of Dr. Ralph Pemberton. Dr. Pemberton calls the atten- 
tion of all members of the league to the conviction of the 
American members and of the association, that the 
present structure and personnel of the league should be 
maintained—perhaps in a condition of suspended anima- 
tion during the war, but ready to resume its activities as 
soon as circumstances permit. 
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SPECIAL ARTICLES 


BLOOD-GROUPS AND THEIR 
INHERITANCE 


By G. L. Taytor, M.D., Ph.D., M.R.C.P. 


(From the Galton Laboratory Serum Unit, University 
College, at the Department of Pathology, Cambridge) 


In human red cells there seem to be many antigens 
which, in combination with corresponding antibodies, 
will cause the agglutination, or clumping, of the cells. 
Some of these antigens can now be identified with 
certainty, and the development of suitable techniques 
will no doubt add to the number that can be detected. 
If an antigen is present in the red cells of some people 
and absent in others, it is possible to classify people 
accordingly. The best known and first discovered of 
these antigens are A and B, the antigens of the original 
Landsteiner ABO blood-groups. These two differ 
from all other antigens which may be found in human 
red cells in being the only ones for which the corre- 
sponding antibodies, anti-A (or a) and anti-B (or £), 
occur naturally in human serum; and it is because 
an antigen and its antibody may be brought together 
in the circulation of a recipient that the ABO system 
of groups is of such importance in blood-transfusion. 


THE ABO GROUPS 


According to whether their red cells contain one, 
the other, both or neither of the antigenic factors 
A and B, mankind may be classified into four groups. 
Landsteiner pointed out that a person’s serum 
cannot contain the antibody for any antigen present 
in his own red cells, or his cells might be agglutinated ; 
but, with rare exceptions, unless the corresponding 
antigen is present in the cells, the antibody anti-A 
or anti-B is found in the serum. The position is 
outlined in table I. 


TABLE I ANTIBODIES IN SERUM THAT ACCOMPANY 
VARIOUS ANTIGENS IN CELLS 


Antigens in oO A B AB 
red cells 
Antibodies Anti-A + Anti-B Anti-B | Anti-A None 
in serum (a+ B) (B) (a) 
Blood group 
(Jansky) I II Itt IV 
Blood group 
(Moss) IV II Iil I 


Instead of the alphabetical classification, which, 
first suggested by von Dungern and Hirszfeld, is 
recommended by the League of Nations, and is now 
the official notation of the British Red Cross Society’s 
transfusion service, most clinicians and many 
laboratory workers use a numerical classification. 
Unfortunately two different ways of numbering the 
groups have been described ; the first by Jansky in 
1907 in the Czech language in a journal that apparently 
can be consulted only in two libraries inthe United States 
and one in this country ; the second independently 
by Moss in 1910 in the Bulletin of the Johns Hopkins 
Hospital. Almost without exception the numerical 
classification used in this country has been that of 
Moss, but in some of the earlier American work an 
attempt was made to give Jansky’s precedence. 
The numbers given to the groups are included in 
table 1; in both systems group A is called Il and 
group B III, but the numbers given to AB and O 
are reversed. The League’s recommendation does 
not include a and 8 for anti-A and anti-B, although 
these symbols are useful and are employed by most 
authorities. The letters ‘‘a’”’ and “ b,’’ sometimes 
seen, should not be used, because they are readily 
mistaken for the antigens. 


Besides preventing the confusion that may result 
from there being two different sets of numbers, the 
alphabetical nomenclature has the advantage of 
giving information about the nature of the groups. 
Anyone who understands the simple relationships of 
the antigens and antibodies can write down, without 
consulting any reference, the first two lines of table 1, 
and, remembering that a donor’s cells must not 
contain an antigen for which the antibody is in the 
recipient’s serum, can see at once whether a suggested 
donor is suitable for a particular recipient. The cells 
of a group-O person contain neither A nor B, and his 
blood can be given to any group; he is the universal 
donor, but he can receive from no group other than his 
own because his serum has both antibodies. An AB 
person with both antigens can give only to another 
AB, but, since he has neither of the antibodies in his 
serum, any type of blood can be transfused into him ; 
he is the universal recipient. Group A can give to 
the same group but to neither B nor O, which both 
contain anti-A in the serum, and group B can give 
to B but to neither A nor O. When numbers are 
used compatible combinations have to be memorised 
or a reference consulted ; they cannot be arrived at 
from first principles. 

COMPATIBILITY 

It will be seen that in all compatible combinations 
of donor and recipient of different groups the donor’s 
serum contains antibody for an antigen in the 
recipient’s red cells, and it is only because no harmful 
reactions take place that transfusion, other than 
between members of the same group, is possible at 
all. Apart from the small proportion of cases where 
the recipient is of group AB—between 3 and 4 per 
cent. in this country—only the universal donor, 
group O, can give to a person of another group. 

The most obvious and likely explanation of the 
absence of reactions is that a relatively small amount 
of antibody introduced in the donor’s serum and 
diluted by the recipient’s is not enough to agglutinate 
the large number of the latter’s red cells which it 
meets, for the extent of all antigen-antibody reactions 
depends largely on the proportions in which the 
reagents are mixed. The position is otherwise when 
the relatively few cells of the donor’s blood meet the 
antibody of the whole of a recipient’s serum ; reactions 
are then almost certain to arise. It is true, however, 
that when red cells and antibody-containing serum 
are mixed outside the body in proportions similar 
to those found in vivo between donor’s serum and 
recipient’s cells agglutination may take place. 
Besides being present in the red cells antigen is found 
in the tissue cells, and in small amounts in the serum, 
and neutralisation of the donor’s antibody by the 
recipient’s tissue cells and serum will play a part, 
with dilution, in preventing reactions in the latter’s 
circulation. 

The donor of choice is undoubtedly a person of the 
same group as the recipient, but, unless a_ well- 
organised service of donors of all groups is available, 
it often happens in practice that a universal donor, 
group O, must be used for a recipient belonging to 
another group. That the population is distributed 

very irregularly in the four groups adds to the 
difficulties of finding a donor of the recipient’s group 
in every case. Only a small proportion of people 
belong to groups B and AB. The proportions vary 
considerably in different parts of the world. In 
southern England the proportions are : 
re) A B AB 
43-44% 43-44% 8-9% 3-3-5% 
INHERITANCE OF BLOOD-GROUPS 

The blood-group factors of the ABO system are 
handed on from parents to children in accordance 
with well-established Mendelian principles _ first 
explained by Bernstein (1924, 1925). <A child gets 
from each parent one of three antigens A, B or O, 
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O is more than merely an absence of A and B, it is 
itself an antigen, although a poor one. Antibodies 
to O can be produced by immunising animals, and 
they do occur spontaneously in some animal sera and 
very rarely in human serum. The factors or genes 
which determine the heredity are carried on the 
chromosomes in the nuclei of the cells. In the 
spermatozoa and ova there are 24 chromosomes 
which, at fertilisation, pair up with their opposite 
numbers to make the 24 pairs of chromosomes found 
in the somatic cells, the rest of the cells in the body ; 
each of a pair is complementary to the other. Since 
a child can receive A, B or O from each parent the 
combination of antigens it receives may be : 


—) both group A ; “a4 both group B; AB or OO 


When A or B is handed on with O, only A or B 
shows up; A and B are both ‘‘ dominant” to O, 
or O is “ recessive ’’ to the other two; A and B are 
equally dominant and both show up in the group AB. 
AA, the homozygote, and AO, the heterozygote, both 
belong to group A; and up to now no serological 
method of differentiating the homozygote and the 
heterozygote has been devised. The position of 
BB and BO is similar. Of the two factors in the body 
cells half the germ cells carry one and half the other 
thus an AB person produces A and B gametes in 
equal numbers; AO produces O and A in equal 
numbers, and so on; whilst AA, BB, and OO yield 
only germ cells of one sort—A, B or O. No child 
can have an antigen not present in one or other of his 
parents. 

With a knowledge of these principles it is a simple 
matter to work out the types of children which can 
result from any particular mating; the details are 
in table 1. No AB parent can have an O child, and 


TABLE II—-POSSIBLE CHILDREN WITH VARIOUS MATINGS ; 
ABO SYSTEM 





Groups of Possible group: Groups of Possible groups 
parents of children _ pare nts of children 
oxo oO B xB »,B 
OxA °. A O x AB a B 
Oo xB ,B A x AB A, B, AB 
AXA O; A B x AB A, B, AB 
A xB O, A, B, AB AB =x AB A, B, AB 


an O parent cannot have an AB child. Only one 
undoubted exception to Bernstein’s theory of the 
inheritance of the ABO groups has been discovered, 
the Haselhorst case in which the mother was AB, 
the child O. The diagnoses were confirmed by 
several reliable workers on different occasions, but it 
has been reported that the child was almost blind, a 
deaf mute, and had gross congenital deformities ; it 
seems likely that grave abnormalities of development 
accounted for the anomalous blood-group. It is only 
possible to be certain of exceptions to the theory which 
involve the mother, for those which involve the father 
may be due to illegitimacy. 


SUBGROUPS OF THE ABO SYSTEM 
In 1911 von Dungern and Hirszfeld described the 
subgroups A, and A,, A,B and A,B, which result from 
the bipartition of the antigen A. The nature of the 
subgroups can probably be most easily made clear by 
saying that there are two types of A antigen, A and 
A,, and subgroup A, contains them both, whilst A, 
has only A; corresponding antibodies a and a, are 
found in most group-B sera. To test for the sub- 
groups, the antibody a, is obtained free from a by 
mixing a group-B serum containing both a and a, 
with a suitable quantity of group-A, cells. These 
cells absorb the a antibody and leave the a,, which 
can be separated from the cells by centrifuging. 
Cells of groups A and AB which react with the a, 
fluid so prepared belong to subgroups A, and A,B; 
those which do not react belong to subgroup A, and 
A,B. The terminology is confusing. 
The sera of some A, and A,B people contain the 
antibody a,, and in theory the transfusion of blood 
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from an A, donor into such a person might lead to 
a reaction. The antibody a,, so-called because it 
reacts with A, cells, is really anti-O and gives strong 
reactions with O cells. A, cells appear to contain 
the factor O and in most cases react with anti-O. 

The original four groups of the ABO system are, 
by the subdivision of A, increased to six: Ay, Ag, 
B, A,B, A,B and O. Thomsen, Friedenreich and 
Worsaae (1930 a, b) have shown that the inheritance 
of this enlarged system of groups can be explained 
by a simple extension of Bernstein’s theory. Instead 
of the three factors, A, B and O of the original system 
there are now four, A,, A,, B and O, with A,, A, and B 
dominant to O, and A, dominant to A,. A child gets 
one of these four factors from each parent and 
may be: 

A, Ai) 


A, i 
A, A, }all subgroup A, BO} both group B 
A, O | A,B 
As 6?) both subgroup A, ao 
The types of children which may result from the 
various matings are set out in table m1. Exceptions 


TABLE IlI—POSSIBLE CHILDREN WITH VARIOUS MATINGS ; 
A,A;BO SYSTEM 


ee Possible groups of Groups Possible groups of 

parents children parents children 

oxo oO A,B xO Ao, B 

A,;xO/}| O, A; A,B xO A,, B 

A, xO | O, Ay, As A,B * A, A,, B, A,B 

A; XA: O, Ay . A,B x A, A,, As, B, A,B, A,B 

A, x As| O, Ai, As A.B x As A,, B, A:B 

A, XA,| O, Ay, A; A,B x Ay A,, B, A,B, A,B 

BxO | 0,B A.B xB Ay, B, A,B 

BxB O,B A,B xB A,, B, A,B 

A; xB O, A;, B, A,B A,B x A,B Aw B, A,B 

A, xB_ O, A,, A:, B, A,B, | A,B x A, *B B, A,B, A,B 
A.B A,B = A,B x B, A,B 





to the four-gene theory of Thomsen, Friedenreich and 
Worsaae are not so rare as with the Bernstein theory 
and the original four groups. There have been 
exceptions, perhaps to some extent due to technical 
errors, especially with the blood of new-born infants, 
but family imvestigations have shown that the 
four-gene theory is fundamentally correct. The 
workers in the Galton laboratory unit have met no 
great technical difficulty in distinguishing A, from A, ; 
the diagnosis of the M-N factors presents far greater 
difficulties. 
THE M-N BLOOD-GROUPS 

Nearly thirty years after his discovery of the ABO 
groups, Landsteiner with his collaborator Levine 
(1928a) described a quite different and distinct 
system of human blood-greups depending on two 
antigens, M and N. According to which of these 
antigens are in the red cells, people can be divided 
into three groups M, MN and N, which have no 
connexion at all with those of the ABO system. 
Later the same workers (1928b) showed that both M 


TABLE IV—-POSSIBLE CHILDREN WITH VARIOUS MATINGS ; 
M-N SYSTEM 


Groups of Possible groups Groups of Possible groups 
parents of children parents of children 

MN x MN M, MN, N MxwN MN 

MN xN MN, MxM M 

MN x*M M, MN NxWN N 


and N are inherited as Mendelian dominants so that 
when they occur together, in group MN, they are 
both manifest, and nobody has yet been found 
who has neither M nor N in his cells ; there is no group 
corresponding to O. A person of group M_ has 
received M from each parent, will produce only M 
germ cells, and is homozygous, MM; the position 
of group N is similar, homozygous, NN. The 
heterozygote, MN, gets M from one and N from the 
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other parent, and produces M and N gametes in equal 
numbers. If one parent of a mating is M no N 
child, and if one parent is N no M child can result. 
The children which are possible from each of the 
six matings are given in table rv. The few reported 
exceptions to the theory of inheritance of the M-N 
groups can all be reasonably attributed to illegitimacy. 

Unlike anti-A and anti-B, the antibodies anti-M 
and anti-N do not occur naturally in human serum, 
though three cases of human serum containing 
spontaneous anti-M have been reported; that is 
why the M-N groups need not be considered in relation 
to blood-transfusion. In theory antibodies formed 
in a recipient’s serum in response to an antigen such 
as M or N in a donor’s red cells might cause reactions 
at a subsequent transfusion but actually there is no 
evidence that they do. The antibodies are obtained 
by immunising rabbits ; for anti-M, cells of the type 
OM, and for anti-N cells of the type ON are injected. 
O cells are used to avoid producing antibodies to 
A and B. In addition to the specific antibody, 
anti-M or anti-N, the immune rabbit-serum contains 
a large amount of species antibodies which will react 
with all kinds of human blood, and these unwanted 
antibodies must be removed by mixing the serum 
with cells that do not contain the antigen whose 
antibody it is desired to isolate ; cells of type N are 
used for absorbing anti-M, and M cells for absorbing 
anti-N. After the mixture of suitably diluted serum 
and absorbing cells has been left for a time the 
supernatant fluid removed by centrifuging will, if 
the preparation has been successful, react only with 
cells containing the specific antigen. 

While in theory the inheritance and diagnosis of 
the M-N factors are simple and straightforward, in 
practice the preparation of the necessary reagents and 
their proper use is full of pitfalls, and correct diagnoses 
can only be expected from workers with considerable 
experience of the tests. In England the distribution 
of the M-N groups in the population is approximately : 

M MN N 
30% 49% 21% 


APPLICATIONS OF BLOOD-GROUP STUDIES 

With the six groups of the A,A,BO system and 
the three M-N groups mankind can be divided into 
18 different blood-group types, and the discovery 
of even a few further factors which were present in 
some and absent in other people would give us a 
very large number of types. Further blood-group 
factors have in fact been found and tried out, but 
because of technical difficulties or because the 
necessary antibodies are not easily obtained they are 
not yet widely used. Landsteiner has suggested 
that in time it may be possible to establish the in- 
dividuality of blood just as can be done with finger- 
prints. 

The importance of blood-groups is not confined to 
their relationship to transfusion. Since they provide 
markers for the chromosomes which carry them, they 
are of interest to the geneticist. For the factors or 
genes determining another hereditary character may 
be carried on the same pair of chromosomes as the 
genes for a system of blood-groups, and the trans- 
mission of the two characters may be related. It 
appears, too, that the genes of the ABO and M-N 
systems are on different pairs of chromosomes. 
The most spectacular application of the study of 
blood-groups is where a child’s parentage, usually its 
paternity, is in doubt. The groups of a mother and 
her child may be such that a particular man cannot be 
the father. By testing for the A,A,BO and M-N 
systems of groups, one man in three in England, if 
wrongly accused, would be exculpated. If the tests 
do not exculpate a man that does not, of course, 
mean that he must be the father. The amount of 
protection against false accusations given by the tests 
varies according to the group of the man and woman 
concerned ; it has been calculated for England, and 
set out by R. A. Fisher as in tables v and v1. 

Table v deals with the A,A,BO groups, and it 
will be seen that this system will exonerate 17-29 per 
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cent. of men wrongly accused, that the percentage 
protection ranges from nil to 86-6 according to the 
man-woman combination involved, and that the 
chances of both the man and the woman in a dis- 


TABLE V-—PERCENTAGES OF FALSE-PATERNITY ACCUSA- 
TIONS THAT CAN BE DISPROVED BY USING A,A,BO SYSTEM 


Group of 











alleged Group of mother 
father 
oO Ay As B | AB | AB | MEt(%) 

Oo 33°3 6-6 26-6 26-6 26°6 22-70 
Ay 6-6 6-6 6-6 0 0 5-81 
A; 26-6 6-6 26-6 | 20-0 20-0 18-96 
B 26-6 0 20-0 26°6 20-0 16-46 
A,B 73:3 32-26 | 73-3 38-41 36°6 54-19 
A.B 86-6 (26-6 | 51-75 | 51°75 20-6 57°25 

F A*(% ) | 24-74 6-90 | 20°85 17-69 9-05 | 16-74 17-29 


FA*.—False accusations by women of different groups that 
can be disproved. 
ME?t.—Men of different groups that can be exculpated. 


puted case depend to a considerable extent on their 
blood-groups. Table vi shows the position of men in 
the different A,A,BO groups when the M-N tests 
are also used. By the additional use of these the 


TABLE VI-—-PERCENTAGES OF MEN THAT CAN BE EXCUL- 
PATED BY USING BOTH eit, AND MN BLOOD-GROUPS 


Group of alleged Group of alleged father, MN 














father, A,A,BO pant Aver. ABO 
—— MM MN NN 
0 48-88 22-70 54-69 27-68 
pa 37-71 5-81 44-79 24-06 
As 46-40 18-96 52-50 34°66 
B 44-75 16-46 51-04 32-65 
A.B 69-70 54-19 73°15 63-07 
A.B 71-73 37-25 74-94 65-53 
Aver. MN 45-30 17-29 51-52 33-32 


Note that heterozygote MN obtains no additional protection 
from the use of these factors. 

Aver. MN = Average percentage exculpated in each MN 
group. 

Aver.ABO = Average percentage exculpated in each A,A,BO 
group. 


protection afforded to men as a whole has been raised 
from 17-29 to 33-32 per cent. 
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Mewecas Sickness, ANNUITY AND LiFE ASSURANCE 
Sociery.—At the annual general meeting it was announced 
that this society had ceased to grant loans on practices or 
houses. Great caution would have to be exercised in 
buying or selling practices after the war; an entirely new 
method of valuing might have to be introduced. Although 
war claims are expressly excluded under the conditions 
of all policies under the sickness fund, war claims from 
members on active service or in H.M. Forces originating 
abroad will be eligible for full benefit up to a period of 
thirteen weeks ex gratia from the date of their arrival in 
the United Kingdom ; further benefit at the end of that 
period will be subject to individual consideration. The 
same conditions will apply to civilian members or members 
in H.M. Forces in the United Kingdom who may be totally 
incapacitated by conditions due to the war. 
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SCOTLAND 
(FROM OUR OWN CORRESPONDENT) 


CARE OF CRIPPLES 


In moving the adoption of the annual report of the 
Edinburgh Cripple and Invalid Children’s Aid Society 
Sir John Fraser said that in Scotland there is inereas- 
ing consciousness of the significance of crippling. 
Other countries have recognised their responsibilities, 
but we, he was afraid, have shunned them. The 
society must be proud that 37 years ago they had the 
foresight to launch a scheme which has brought com- 
fort and help to thousands. They have been the 
means of initiating schemes which have even wider 
applications than their services to local crippled chil- 
dren. He referred to the Princess Margaret Rose 
Hospital at Fairmilehead and to the Cripples’ Welfare 
Association. The society has been the inspiration 
behind most of the orthopedic schemes established in 
Edinburgh and the neighbourhood. The need for 
action is still imperative, for there are probably not 
less than 10,000 cripples in the country, an appreciable 
number of whom might never have become cripples 
had adequate measures been taken for their treat- 
ment. These represent a heavy potential or actual 
economic loss, but the most tragic aspect is their sense 
of handicap and frustration.. Sir John Fraser spoke 
about plans whereby orthopedic care might be made 
available for cripples all over Scotland. Local authori- 
ties and the Department of Health are interesting 
themselves in these, and he looked forward to a time 
when the problem of the cripple would be tackled in 
a way worthy of the national tradition. 


FRACTURE CLINIC IN GLASGOW 

There has been no formal opening of the new frac- 
ture clinic.given to the Victoria Infirmary of Glasgow 
by Viscount Weir but last week a memorial tablet was 
unveiled by Viscountess Weir. A fracture clinie has 
been wanted for a long time by employers of labour 
in the west of Scotland and some of them have 
promised to give donations towards its upkeep. The 
official opening should have been about five months 
ago but on account of the war and for other reasons 
it was not possible to carry out arrangements. In 
spite of this the clinic has been open during these 
five months and 11,000 attendances have already been 
recorded. At the ceremony the value of the clinic as 
an adjunct to the various services of the infirmary 
was stressed, as was the opportunity which it offered 
to the orthopedic staff of developing their work. 


TUBERCULOSIS IN WAR-TIME 

The annual report of the Royal Victoria Hospital 
Trust states that during the last war conditions were 
inevitably provided which were favourable to the 
spread of tuberculosis, particularly overwork and 
mental strain and increased industrial demands, 
especially on women. The death-rate from tubercu- 
losis rose between 1915 and 1918 and thereafter 
declined. The effects were more pronounced in Eng- 
land than in Scotland, and in France more still. In 
Germany the losses were even greater, the death-rate 
rising from 142 to 230 per 100,000, while in certain 
of the enemy-oceupied territories—for example, War- 
saw and Belgrade—rates were recorded which to us 
were fantastic. During these years in all European 
countries, the mortality was greater among women 
than among men. The experience gained then showed 
that war-time conditions can be withstood for a year 
or more but that the after-effects are cumulative and 
the results may be disastrous unless the danger can 
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be anticipated. The campaign against tuberculosis 
may receive a check in the next few years but the trust 
intends to play its full part in the struggle. Sir 
John Fraser, in speaking to the adoption of the report, 
said that medical men have perhaps the best oppor- 
tunity of estimating the value of the splendid work 
done by the trust. It was Sir Robert Philip who 
initiated the scheme and who by his genius and wisdom 
and driving power brought it to the highest state of 
efficiency. The high standard which he set is being 
maintained. He hoped that the trust and the colony 
will continue to obtain the support of the public—it 
certainly has the whole-hearted backing of the medical 
profession. 


IRISH HOSPITAL BED BUREAU 
(FROM OUR IRISH CORRESPONDENT) 


In the middle of March the Government introduced 
to the Dail a bill to provide for the establishment 
of an Irish hospital bed bureau. The terms of the 
bill were not published, and application from the 
Irish Medical Union for information as to the inten- 
tions of the Government, and offers of help by 
consultation with the Minister for Local Government 
and Publie Health received no response. A fortnight 
ago this bill was withdrawn without seeing the light, 
and a fresh bill under the title of “ Public Hos- 
pitals (Amendment) (No. 2) Bill, 1940” introduced. 
The main part dealt with the establishment of a bed 
bureau, but the rest was concerned only with a few 
formal provisions to legalise arrangements for carry- 
ing on sweepstakes in aid of the hospitals in the 
present world conditions. These sections were non- 
controversial and were urgently needed if the sweep- 
stakes were not to be delayed, and they would 
probably have passed both Houses in the course of 
an afternoon. The clauses dealing with the bed 
bureau, on the other hand, were highly controversial. 
In their original form they seemed to give a power 
to the Minister to override the authorities of the 
voluntary hospitals in any or every particular and in 
any direction if he should think fit. It was remem- 
bered that some eighteen months ago, after long 
consultation between the then Minister and representa- 
tives of certain of the Dublin hospitals, a scheme for 
the establishment of a bed bureau had been agreed 
upon, with the proviso that until additional beds had 
been provided the scheme could not be made effective. 
In that scheme there were safeguards which protected 
and preserved the independence of the voluntary hos- 
pitals. In the present bill all these safeguards had 
disappeared. A lively newspaper agitation began 
immediately following the publication of the bill, and 
representations were made to the Minister as to the 
opposition, not limited to Parliament, which would 
meet any attempt to force the bill on the voluntary 
hospitals against their will. In his speech on April 
30 at the second reading the Minister announced his 
willingness to make far-reaching concessions, and he 
has since tabled amendments which appear to remove 
most of the dangers. It is possible that he will in 
debate be willing to go further, and to render his bill 
not only harmless but possibly useful. 

Until there is a large inerease of the bed accom- 
modation in the Dublin voluntary hospitals, a bed 
bureau has little if any material to work on. A bed 
is rarely an hour vacant before it is filled. It is some 


four years since the Hospitals Commission estimated , 


that there was a shortage of some 600 beds in Dublin; 
the need has greatly increased and few would estimate 
the present shortage as less than 1000. The bureau 
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may find itself with no beds at its disposal, and its 
establishment is therefore not urgent. It was inept 
for the Government to link it in the same legislative 
measure with provisions far carrying on the sweep- 
stakes, a very urgent matter. The bill itself appears 
to have been prepared in a hurried and even hap- 
hazard way, and shows no traces of any consultation 
either with those experienced in hospital management 
or with the medical profession. It would probably 
have been better, when the Minister recognised the 
faults in the bill, to withdraw it altogether, and deal 
with the different subjects of the bill in two separate 
measures, 


MEDICINE AND THE LAW 


Metaphysics for Medical Referees 

PARLIAMENT, When legislating on workmen’s com- 
pensation, has hesitated to let the medical referee 
replace the county-court judge as the tribunal to 
decide the issues. Some weeks ago, in Edinburgh 
Collieries v. Flockhart, the House of Lords criticised 
a medical referee’s certificate for referring to “ ex- 
traneous causes.” The Scottish official corresponding 
to the county-court registrar in England directed a 
medical referee to examine the workman (under 
section 19 of the act) and to certify his condition and 
fitness for employment, stating whether he had wholly 
or partly recovered from his aecident, and specifying 
if necessary the kind of employment for which he 
was fit and whether or to what extent the ineapacity 
was due to the aecident. The medical referee certified 
that the workman had markedly improved since last 
examined, that he was fit for any form of surface 
work, and that his incapacity was “ largely due to his 
own mental attitude.” This answer did not quite 
cover all the questions. The official therefore asked 
for an amended certificate which would specifically 
say (1) whether the man had wholly or partly 
recovered from the injury by accident, and (2) 
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whether the incapacity due to the accident had ceased 
er to what extent (if any) the ineapacity was due to 
the accident. The medical referee amended his certi- 
fieate by saying: “ (1) he is not yet wholly recovered; 
(2) 25 per cent. of his incapacity is due to his acci- 
dent.” This might seem to be a substantially sufficient 
reply; but the Scottish courts thought the certificate 
must go back for still further amendment. The House 
of Lords agrees. 

The certificate, it is held, is ambiguous. When the 
referee wrote “25 per cent. of the incapacity is due 
to his aeeident,” it was not clear whether he meant 
deterioration in the man’s pre-accident physical condi- 
tion or deterioration in his pre-accident wage-earning 
power. The law lords order that the medical referee 
is to say whether in his opinion 25 per cent. of the 
incapacity due to the accident would or would not of 
itself be sufficient to prevent the claimant from doing 
anything but surface work; the medical referee is 
also to add any explanation he may think necessary 
as to the sense in which the percentage finding of his 
certificate is to be read. Lord Romer remarked that, 
if the medical referee was referring to deterioration 
in pre-accident physical condition, the certificate was 
useless. If he was referring to deterioration in pre- 
accident wage-earning power, the certificate was 
meaningless. The medical referee had measured the 
loss of wage-earning power due to the accident by the 
numerical ratio it bore to such loss treated as due to 
the accident plus the mental attitude. The measure- 
ment could not indieate the loss of wage-earning 
power due to the accident alone. The medical referee 
could not properly answer the question by attributing 
to the accident a percentage of a wage-earning 
incapacity alleged to exist as the result of a ecombina- 
tion of the accident and some extraneous cause. It 
seems that the judges could not forget the reference 
to the man’s mental attitude. “ Incapacity ” in section 
19 of the act means, it is clear, wage-earning and not 
physical ineapacity. 


IN ENGLAND NOW 


A running commentary from our Peripatetic Correspondents 


I remember once hearing that in order to get good 
obituaries you must time your death properly. To 
be famous or heroic is not enough. Die while your 
laurels are green, or you might as well not die at all; 
to live beyond the telling moment is, in this sense, 
fatal. In war-time, acts of heroism are as common as 
blackberries ; it seems as though nearly everybody 
has some ability to respond to a crisis. This makes it 
stirring to remember someone whose courage was not 
a response to abnormal events but a routine part of 
his duty as a member of a scientific expedition. 
When Shackleton planned to cross the Antarctic in 
1914 he arranged that food should be laid, at agreed 
points, from the opposite side of the continent. His 
own party would only carry food enough to reach the 
Pole, and after that would have no means of survival 
but the stores left for them. He gave the task of 
laying the depéts of food to Captain E. Mills Joyce ; 
and while the Endurance was attacking the continent 
from the Graham Land side, Joyce and his party 
sailed in the Aurora to the Ross Sea to establish their 
base. But one day, while the depét-layers were 
inland, the Avrora was carried away, locked in the 
ice floes ; and with her went nearly all the personal 
stores and gear of Joyce’s party. With inadequate 
clothing and footgear, with poor and insufficient food, 
Joyce and his party set out to lay the depéts for 
Shackleton, They met exceptionally bad weather, 
‘they slowly developed scurvy, and they carried un- 
touched the food which they had to place at hundred- 
mile intervals to await the other party. Those who 
became too ill from scurvy were carried from time to 


time ; and one, entirely incapacitated, was carried 
continuously for over forty days and left at last in a 
tent with a supply of food, to be picked up again on 
the way back. When the last black marking-flag 
was in place over the last store of food, Joyce and his 
party set out on the 300-mile trail back. They 
picked up the sick man and returned along the track 
of Scott’s unhappy journey until they were checked 
by blizzards and their food was almost gone. Twelve 
miles from their own food depét they came to a halt, 
and it seemed that they were going to share Scott’s 
experience in full; but Joyce and two volunteers, 
with three starving dogs, set out into the blizzard 
and covered the last twelve miles in five days, living 
on a biscuit and a pot of tea a day. Joyce steered 
by compass over a measured twelve miles, and then 
waited for a lull in the blinding snow ; when it came 
the black flag of the food dep6t was directly in his 
path. They made drinks from dried milk, and drank 
them through the night, and in the morning turned 
back to fetch their friends ; the dogs could hardly be 
persuaded to come with them. It took only four 
hours to cover the twelve miles back, even with the 
heavier load of food ; and they picked up the rest of 
the party. Shackleton never crossed the continent, 
and the food depdéts left by Joyce and his friends are 
still where they put them. Joyce died at the begin- 
ning of this month. 
* * 

Being a medical commandant of a large voluntary 
hospital in war-time is anything but a bed of roses. 
To begin with coming into residence again after a gap 
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of fifteen years or so has its disadvantages. The 
noise in Central London after a northern suburb 
seemed terrific, and although I took over command 
long enough after the beginning of the war to have 
lost the habit of confusing whining motor engines 
with the warning of syrens, I found sleep was hard to 
come by for many nights. The lack of privacy after 
a home of one’s own is also galling. I live and sleep 
in a converted ward, which has neither lock nor bolt 
on the door and there is a constant stream of visitors, 
each with a problem or a grievance, from early dawn 
to late at night. Relations with one’s colleagues on 
the honorary staff are not always cordial. There still 
seems to be a certain amount of antagonism between 
those in the Emergency Medical Service and those who 
are not and never have been. There is also an almost 
constant sense of conflict between serving the board 
of management who want the hospital to resume its 
normal services in every possible way, and one’s 
obligations to the Ministry of Health, who, having 
taken over certain facilities for the use of possible 
casualties naturally expect this aspect of the 
hospital’s organisation not to be neglected. More- 
over, the ordinary work goes on daily and is slowly 
growing, whilst the provisions for casualties tend to 
recede into the dim light of theory. The very title 
of the office is somewhat anomalous. It is very 
debatable who is to be commanded and what will 
happen if the commands are not obeyed. The 
existence of alternative titles is symptomatic of this 
uneasiness in the minds of the subordinates who prefer 
to talk of the “ Fiihrer’”’ (they even gave me a“ Sieg 
heil *’ at one of the Christmas festivities), or occasion- 
ally of the ‘* Master,’’ by analogy with a corresponding 
office at a converted ‘‘ workhouse ’’ in the sector. 
Lord Baldwin once taxed the press with having power 
but no responsibility, the perquisite of the prostitute 
throughout the ages. Here the position is the opposite 

-responsibility with very doubtful powers, at any rate 
during the present lull on the home-front. Perhaps 
a uniform would solve this problem. 

There is a lot to be said, now that conscription of the 
profession is accepted, for putting us all in the services 
and then seconding us for duty where we are most 
needed, with the possibility of exchanging offices from 
time totime. limagine that a naval surgeon, who has 
been doing nothing much at a naval hospital, might 
welcome an exchange with a surgical registrar at a 
London hospital who is as busy as in peace-time. At 
present for many of the specialist rank the armed 
forces have frankly offered an escape from the trials 
amd troubles of the whole-time civilian service. And 
since in some quarters there is already appearing that 

“why aren’t you in khaki ?”’’ tone, it would help a 
lot if the E.M.S. armlet were expanded into a whole 
suit—especially now that one’s civilian clothes are 
getting a Jittle shabby, with little prospect of renewal. 

Meanwhile the struggle with the official mind and its 
circumlocutory literary style continues to exercise 
the grey matter and prevent that ‘‘ mildew on the 
meninges *’ which threatened many of us in the early 
weeks. I have a lovely file about nightshirts: I 
passed on a feminine comment in signing an invoice 
that the finish was poor. After some weeks of 
correspondence I had the satisfaction of seeing the 
manufacturer (a peace-time maker of gowns) come to 
take the lot back in a plain van. But this victory has 
to compensate for a lot of strategical withdrawals and 
frank setbacks. However, perhaps this grumbling is 
out of place. This is a war-time job and the posters 
talk still about courage, cheerfulness and resolution, 
We certainly need them all. 

* * * 


It was a beautiful spring morning. Though not so 
preoccupied with professional cares that I could not 
savour the sights and sounds of the smiling country- 
side, I was, nevertheless, feeling slightly depressed. 
The reason for this may well have been that the last 
patient I had visited, an intelligent man of the world, 
had given it as his opinion that the war would last a 
minimum of 20 years. It was, I suspect, the word 
“minimum ’’ that had cast me down. However, 
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as so often happens in such circumstances, something 
heartening happened almost at once. I met astallion. 
He was a magnificent, sleek creature, his black coat 
shining like silk, his mane and tail braided gaily. 
His stud-groom told me something of the life of a 
stallion. During the next three months he will lead 
a Don Juan existence, visiting at least three or four 
ladies a day and sometimes as many as twelve. 
(Whether he has his Sundays off and the usual half- 
holiday on Saturday I forgot to inquire.) For each 
successful service his owner receives a fee of two 
guineas and his groom three shillings. From August 
to April inclusive he will do no manner of work but 
will live on the fat of the land. ‘‘ He doesn’t have a 
bad time,’ I observed. ‘ ’Twould suit me right 
*nough,”’ said the groom. 


* * * 


The conscription of doctors came as no shock to 
medical students, and we accepted its necessity and 
essential fairness. But we were rather anxious 
whether due regard would be given to the period after 
qualification, for the house-jobs we do then constitute 
the major part of our non-academic training. For- 
tunately the Central Medical War Committee have 
recognised this fact, and they say “ it is probable that 
for the present no practitioner within less than six 
months of registration will be accepted for military 
service.’’ We hope there will be no cause for going 
back on this principle. 

We are all still rather vague about exemptions 
from military service. The selection of doctors to meet 
service demands is in the hands of the local medical war 
committees who are now not allowed to take into 
account either physical fitness or personal hardship, 
which are the affairof the Ministry of Labour. Hardship, 
we take it, means financial involvement in newly- 
made practices and the like. This will affect most 
young doctors who have been qualified more than a 
year, but the degree of this hardship depends less 
upon conscription itself than upon the precautions 
taken to see that conscripted doctors do not suffer 
on their return to civilian life at the end of the war. 
Then again, what about the student who intends to 
take up research ? It seems essential that research 
should be carried on in war-time and there is a 
minority of students who have taken up medicine 
with this end only in view. Will they be allowed to do 
research when they qualify, or should they begin 
now to fit themselves for clinical or clinical-laboratory 
work in the Services ? 

It is a strange anachronism in these days of demo- 
cratic government that students should never be 
consulted in matters affecting them. It is students 
in their final year who will mostly be affected by 
conscription, and yet, although at 23 or so these men 
should have views worth hearing, no official contact 
has been made between the advisory authorities to 
the Government and the representative student 
bodies, such as the London Medical Committee of the 
National Union of Students, which includes repre- 
sentatives from ten of the London teaching hospitals. 
A truly democratic method is often an unwieldy 
weapon where time counts, but it achieves a measure 
of coéperation unattainable by other means. How- 
ever, I know of a doctor of thirty who is still referred 
to by his mother as “ baby.’’ Perhaps it is an 
ineradicable tradition. 

* * * 


Most of the ideas which in disorder fill the mind 
when one is febrile, seem at the time, like those pro- 
duced by alcohol, to have a rare and brilliant lucidity : 
in more normal circumstances they appear dull and 
futile. Nevertheless, when my temperature was still 
hovering between 100° and 101° F., an idea occurred 
to me which even now that I am subnormal still seems 
to have point. My idea, in brief, was the foundation 
of a Laboratory Infections Club, membership of 
which would be strictly limited to those who while 
studying diseases in the laboratory had themselves 
become infected. The credentials of each applicant 
for membership would have to be carefully examined. 
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Few helminthologists, for instance, could satisfy the 
scrutineers, for there would be insuperable difficulties 
in proving that tenias and other worms were not 
acquired under natural conditions. Protozoologists, 
too, would not be numerous, though there is certainly 
one who inadvertently infected his thumb, in place 
of a mouse, with a strain of Trypanosoma gambiense 
which had lived so long under laboratory conditions 
that it was thought to have lost all pathogenicity for 
man. A fortnight after the accident, however, 
trypanosomes were flourishing luxuriantly in the 
patient’s blood. Some applications would, certainly, 
come from the ranks of those who specialise in 
spirochetes, especially Leptospira icterohemorrhagia, 
though, curiously enough, one hears little of accidental 
infections with Spirocheta pallida ; possibly the same 
difficulties would be encountered as in the case of the 
helminthologists. Bacteriologists would be able to 
apply in somewhat larger numbers, especially those 
who in earlier days worked with the Brucella group: 
now the wiles of this family seem to have been over- 
come, though its cousin Bacterium tularense is still 
such a menace that the disastrous effects produced by 
it in a London laboratory in the early °20s will long be 
remembered. The majority of the club members, 
however, will be drawn from those interested in 
rickettsias and viruses. Hardly anyone has worked 
with rickettsias for long and got away with it. 
Exanthematic and murine typhus, fiévre boutonneuse 
and Rocky Mountain spotted fever have all had their 
victims, the latest recruit to live up to the family 
reputation being the rickettsia of Q fever: the motto 
of Scotland—Nemo me impune lacessit—might, in 
fact, be applied to the whole clan. Those who 
have suffered from virus infections will be a some- 
what varied bag. Yellow fever, though the list one 
hopes is now closed, should provide the greatest 
numbers, but psittacosis and Rift Valley fever 
would be good runners up, while influenza, equine 
encephalomyelitis, louping ill, lymphocytic chorio- 
meningitis and lymphogranuloma inguinale would 
all add one or more to the list. In view of the 
preponderance of virus and rickettsial experts the club 
colours should undoubtedly be eosin red and azure. 
The club would meet for occasional dinners as this 
would give ample scope for all to describe at length 
their own symptoms and sufferings. The chairman, 
however, would have to exercise strict supervision to 
see that no faction fights developed between those who 
asserted that psittacosis was worse than equine 
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Infectious Disease in England and Wales 
DURING THE WEEK ENDED APRIL ‘27, 1940 

Notifications.—The following cases of infectious 
disease were notified during the week: smallpox, 0; 
scarlet fever, 931 ; whooping-cough, 646; diphtheria, 
680 ; enteric fever, 37; measles (excluding rubella), 
1568; pneumonia (primary or influenzal), 925; 
puerperal pyrexia, 172; cerebrospinal fever, 385 ; 
poliomyelitis, 4; polio-encephalitis, 2; encephalitis 
lethargica,6; dysentery, 42 ; ophthalmia neonatorum, 
90. No case of cholera, plague or typhus fever was 
notified during the week. 

The number of civilian and service sick in the Infectious 
Hospitals of the London County Council on April 26 was 926 
made up of: scarlet fever, 144; diphtheria, 122; measles, 4 ; 
whooping-cough, 60; enteritis, 68; chicken-pox, 62; erysi- 
pelas, 39; mumps, 13; poliomyelitis, 1; dysentery, 7; cere- 
brospinal fever, 90; puerperal sepsis, 22; enteric fevers, 10 ; 
german measles, 92; meningitis, 2; other diseases (non- 
infectious), 84; not yet diagnosed 106. 

Deaths.—In 126 great towns, including London, 
there was no death from smallpox, 1 (0) from enteric 
fever, 1 (0) from searlet fever, 8 (0) from measles, 7 (0) 
from whooping-cough, 21 (0) from diphtheria, 26 (6) 
from diarrhoea and enteritis under 2 years, and 41 (7) 
from influenza. The figures in parentheses are those 
for London itself. 

Birkenhead reported the fatal case of enteric fever. There 
were 4 deaths from influenza at Heston and Isleworth. Totten- 
ham and Liverpool each reported 4 deaths from diarrhcea. 
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encephalom yelitis, lymphocytic choriomeningitis than 
louping ill. If members could be induced to listen to 
the conversation of their neighbours, they might hear 
some curious tales. One of my friends, for instance, 
while working on yellow fever, contracted the disease 
and took himself off to the local hospital: his attack 
was only moderately severe and he recovered. A 
month or so after his discharge, wishing to verify 
a few points about his illness, he returned to the 
hospital and asked if he might see his case notes. 
After some delay the notes appeared and this is what 
he read: ‘‘ X. Y., medical bacteriologist, admitted 
with a high temperature, which has affected his brain 
as he is under the delusion that he is suffering from 
yellow fever.’’ Dinners would also have the advan- 
tage of allowing members to sample exotic dishes more 
familiar to them in other forms. ‘ Bouillon d’Hart- 
ley’; ‘‘embryon de poulet a la Tyrode’’; “* foie 
gras de perroquet, sauce Pachecgo’’; ‘‘ escalope 
d‘herisson,’’ and above all, ‘‘ souris confites.’” The 
last dish, baby mice, preferably of the Swiss strain, 
preserved in syrup, was, I am given to understand, a 
speciality of the ancient Carthaginians: luckily the 
Romans, who whatever their ruthlessness were at 
least gourmets, carefully preserved the recipe. In 
addition to the edification and entertainment of its 
members, the club might well perform another func- 
tion. Antivivisectionists are wont to ask why 
instead of hundreds of mice, rats and guineapigs, 
research workers do notemploy human material. The 
club could usefully inform such antivivisectionists of 
the frequency with which human material is employed, 
and of the value of the results obtained. In fact, it 
might be a rule of the club to entertain at each of its 
dinners, officials from, one or other of the far-too- 
numerous antivivisection societies. After listening 
to the members’ conversation, the said officials would 
almost certainly recant and acknowledge the error of 
their ways. If they still remained obdurate the 
chairman could enlarge on the value of pyrotherapy 
in curing abnormal mental conditions, and suggest 
that the officials should immediately offer themselves 
as experimental material. The toastmaster might 
have indemnity forms ready forsigning and witnessing. 
One other function also the club would carry out 
as its most important trust ; to keep for ever green 
the memory of those whose laboratory infections 
claimed their lives—Lazear, Stokes, Noguchi, Young, 
Lillis, Hayne, Ricketts, von Prowazek, Bacot, 
Brebner, Saddington, to mention but a few. 
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Points from Annual Reports 

Dr. J. Yule in his annual report for 1939 to Stockport 
education committee records that out of a total of 
14,500 children on the roll, 1262 were found to have 
unclean heads. This number for the first time for 
many years shows an increase attributed to the fact 
that attendance at school has not been compulsory 
since the outbreak of war, so the worst offenders are 
not under the supervision of teachers and school 
nurses. Stockport schools were closed only for one 
fortnight at the beginning of the war so the inter- 
ference with the school medical service was slight, but 
in all districts and at all times, a rise in the percentage 
of dirty heads is the most serisitive index of inter- 
ference with the school medical service. 

Warrington is a small county borough of 78,140 
population engaged in a variety of industries which 
suffers comparatively little from the ups and downs of 
trade. Such towns have sanitary problems rather 
different from those of greater towns or those engaged 
in single great industries, which give the health 
department continuous work of an exacting, but not 
very exciting character. Dr. Stuart F. Allison, 
M.O.H., reports that in 1938 an effort was made to 
finish with the property scheduled under the Housing 
Acts. Demolition orders were made on 234 houses ; 
290 cases of overcrowding were remedied, and 2069 
persons rehoused. Pail-closet conversions were 
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completed in 404 houses and a scheme for the conver- 
sion of a further 720 was prepared. Schemes fora 
new maternity hospital and for a cubicle-block at the 
isolation hospital were passed, but no further progress 
was made in the provision of a public abattoir. 
Routine estimation of hemoglobin in pregnant women 
is carried out in the antenatal clinics. It is found that 
during “ normal’’ pregnancy the hamoglobin value 
begins to fall in the seventh month. Attempts to 
counteract this by diet and iron have met with “ very 
gratifying results.’’ This is important, for we do not 
know if the hemoglobin poverty of pregnancy is 
physiological or pathological. Treatment might 
raise the value in either case, but in the former the 
‘* remedy ’’ would cause troubles, in the latter, relieve 
them. This is a problem which only extensive and 
prolonged clinical study can settle. 

In Eastbourne the average number of children on 
the elementary-school roll in 1938-39 was 4978. 
About 670 children attended the secondary schools 
and some children go to private schools and public 
schools away from the borough. The population of 
Eastbourne is 56,770 so the proportion of children is 
low. By evacuation 4657 unaccompanied school- 


LETTERS TO 


DEFENCE BONDS FOR THE R.M.B.F. 
Sir,—The publicity so kindly given by the medical 
press to the needs of the Royal Medical Benevolent 
Fund has had an immediate result in the welcome 
gift from a medical man of a cheque for £100. The 
generous donor wishes the amount to be invested in 
defence bonds, and thus helps both his eountry and 
the fund—a most praiseworthy example which it is 
hoped may be followed by others who are minded to 
perform a double duty. Smaller amounts (minimum 
£5) would be equally acceptable. The address of the 
fund, on and after May 24, will be: 1, Balliol House, 
Manor Fields, Putney, London, S.W.15. 
I am, Sir, yours faithfully, 
Royal Medical Benevolent Fund, D’Arcy Power. 
Wormingford, Essex. 


INFECTION FROM WITHIN 


Sir—In his article on the treatment of 
infected wounds in THe Lancet of March 30, 
Mr. W. H. Ogilvie wrote: “The chief danger 
at an operation where the dressings and instruments 
have been properly sterilised is by droplet infection 
from some member of the team, or a spectator who 
harbours a streptococcus in his pharynx.” In the 
same number you say in a leading article on keloids : 
“Tt is probable that some degree of infection is 
present in many wounds that are thought to be healing 
by first intention,” and possible sources of exogenous 
infection are briefly described. The same theme, in 
the same number, is treated of in the leading article 
“When the Skin Defence is Breached.” These papers, 
to use a military metaphor, ignore the well-tried 
expedient of the Trojan horse, “the attack from 
within ’—with modern examples—or, in the termin- 
ology of the police, “ the inside job.” 

Some years ago puzzled clinicians referred to me 
a patient who had developed large granulomatous 
“ meaty ” tumours on his arms and legs after seratch- 
ing his extremities on thorn bushes while out shooting 
in the desert. At the time of the “scratching” he 
was recovering from a quinsy, due to a hemolytic 
streptococcus, and it was found that his peculiar skin 
lesions were also due to a hemolytic streptococeus. 
At that time we had no means of typing the two 
strains of streptococci, but it seems likely that they 
were identical. This case was recalled to memory 
recently when I was re-reading “Infections of the 
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children were billeted in Eastbourne, so the school 
child-density was nearly doubled. Dr. John Fenton, 
M.O.H. and 8.M.O. of Eastbourne, in his school report 
for 1939 tells us that on arrival the newcomers were 
medically inspected with the help and coéperation of 
58 local medical practitioners. They found 259 
children requiring treatment, of which 95 were skin 
cases and 76 dirty heads. During the year 456 
children were found with head vermin or nits, but it 
is not clear how many of these were natives. Dr. 
Fenton’s chief fear was increase in the incidence of 
infectious disease, especially of diphtheria, from which 
Eastbourne has been remarkable free for many years. 
There had been only three cases of diphtheria amongst 
the school-children prior to Sept. 1, but between 
Sept. 1 and the end of the year 36 cases occurred, 23 
local children and 13 evacuees. Immunisation had 
made no progress in Eastbourne, but last year an 
attempt was made to encourage it, but only 205 
immunisations were completed, so Eastbourne was 
practically virgin soil for diphtheria at the time of 
evacuation. Of scarlet fever there were 13 cases 
before evacuation and 20 locals and 19 evacuees in 
the last four months of the year. 


THE EDITOR 


Hand” by A. B. ae (6th “a 1934. Bailligre, 
Tindall and Cox) where, on page 147, is the following 
passage : 

In winter months, when tonsillitis was most prevalent, 
hand infections among employees have been found to be 
considerably more frequent. A number of these hand 
infections have been due to the action of a hemolytic 
streptococcus, and have been either associated with or 
following an attack of tonsillitis. A careful bacteriological] 
study of a series of these cases resulted in finding the same 
hemolytic streptococcus as the cause of both tonsillitis 
and the hand infection. 

Kanavel gave a table of statistics, ineluding many 
hundred cases, to support his statement. 

It is still hardly realised by industrial medical 
officers and military surgeons that wound infection 
may originate in a foeus of infection in the patient. 
Perhaps these cases could be described as “ When the 
Skin Defence is Taken by Enfilade.” 

I am, Sir, yours faithfully, 
Abadan, Iran. Frank Marsa. 


SCIATICA AND THE INTERVERTEBRAL DISC 

Sir,—Dr. Walshe, in his very sane letter of May 4, 
asks that the sciatica patient should receive careful 
thought and examination before surgical treatment is 
embarked upon. But he could have gone one further 
and helped to draw up a scheme whereby that vast 
conglomerate mass of cases labelled “ sciatica” might 
be segregated into clinical types with appropriate 
symptoms and suitable treatment. Every case cannot 
have cisterna puncture with intrathecal Lipiodol, and 
yet the variety of available treatments is striking 
proof of the inefficacy of most of them. 

I have been particularly interested recently to see 
so many eases of sciatica in a military hospital. 
Many of the men have volunteered the information 
that the wearing of battle-dress during the hard 
winter in France gave less protection than the tunic, 
as the rain was able to soak in to the projecting 
buttock instead of being diverted over it by the skirt 
of the tunic. It would be interesting to hear the views 
of others who have seen large numbers of men of the 
B.E.F. 

What should be the routine treatment of the true 
acute “sciatica” (if, indeed, such exists)? Rest? 
Heat? Massage? Stretching and manipulation? 
Salicylates? Local counter-irritants? Local injee- 
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tions of saline? Oxygen? Air? Mild local 
anesthesia? Sacral injections of saline or antipyrine? 
Tooth extraction? Regarding this last, one does not 
want at the moment, when dyspepsia among the troops 
has reached such important proportions (whether 
real, functional or due to newspaper advertisements), 
to reduce all soldiers with sciatica to an edentulous 
condition as well! Cures have been obtained with 
each and all of these, and, on the other hand, there 
have been a greater number of failures. Many go one 
further with their treatment of sciaticas than even 
Ambroise Paré did with his wound infections—they 
do nothing, and God eures them. 
I am, Sir, vours faithfully, 
[An FRASER. 


THE AMERICAN MEDICAL ASSOCIATION 

Sir,—For a good many years I have been watching 
vour correspondent from the United States. Recently, 
[I have become more and more convinced that your 
correspondent is someone who is opposed to the work 
ot the American Medical Association, and I am 
inclined to think he is perhaps an official especially 
interested in government affairs rather than in the 
practice of medicine. 

[I am not asking you to give me his name, but I 
am asking you to please inform your readers, perhaps 
by publication of this letter, that the American Medi- 
cal Association has a membership of 117,000 out of 
145,000 physicians practising in the United States and 
165,000 licensed to practise. I am asking you to tell 
them also that the tone and trend of your correspon- 
dent from the United States in no way represents the 
opinion of the vast majority of physicians who hold 
membership in the American Medical Association. 

I am, Sir, yours faithfully, 
Morris FIsHpern, 
Editor of the Journal of the American Medical Association. 


North Dearborn Street, Chicago. 


BLOOD-DONORS 


Sirn—The four London blood-transfusion depdts 
established by the Medical Research Council receive 
daily inquiries from blood-donors who are leaving the 
depot distriet and who are anxious to offer their 
services to some hospital near their new address. At 
the moment no list of hospitals which run a trans- 
fusion depot is available, and the good will of possible 
donors is therefore lost. If hospitals or doctors 
responsible for such depéts will send their name and 
address to Dr. Janet Vaughan, Emergency Trans- 
fusion Service, Social Centre, Slough, it will be 
possible to make a list of hospitals requiring blood- 
donors; this will then be available for reference and 
a satisfactory transference can be arranged. Dr. 
Vaughan will supply such a list on demand to any 
medical officer who would like to have one. 

We are, Sir, yours faithfully, 
H. F. Brewer, J. O. OLiver, 

Slough. M. Maize.s, JANET VAUGHAN. 


SULPHATHIAZOLE 

Sir,—The leading article in your issue of May 11 
drawing attention to the use of sulphathiazole in the 
treatment of acute microbie infections is of great 
interest, since this compound, termed for short 
M. & B. 760, was first prepared in the research 
laboratories of Messrs. May & Baker early in 1938. 
Experimental investigation at that time indicated that 
although an effective antistreptococcal agent it was 
less active against pneumococci than M. & B. 693. 
Evaluation of antistaphylococeal drugs of this type, 
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both experimentally and clinically, is far from easy, 
but in view of the recent claims made by numerous 
observers in the United States investigation of 
M. & B. 760 is being renewed. The critical assay of 
the efficacy of this and similar compounds in staphy- 
lococeal infections requires that a large series of cases 
must be treated before real conclusions can be drawn 
as to whether the clinical use of M. & B. 760 presents 
material advantages over M. & B. 693 in this respect. 
I am, Sir, yours faithfully, 
Temple, E.C.4. W. R. THrower. 


DIPHTHERIA IMMUNISATION 

Sir,—These notes relating to a boy resident in a 
local institution may be of some interest. He first 
attended the Diphtheria Immunisation Clinic in 
September, 1938, when he was nine years old, and the 
following is a brief record of his case. 

May 18, 1938. Primary Schick test positive + + +. 

First course.—Sept. 20, 1938, T.A.F. 1-5 ¢.cem.; 
Oct. 10 T.A.F. 1:5 c.cm.; Jan. 10, 1939, Schick test 
positive ++4+. 

Second course.—Jan. 24, 1939, T.A.F. 1-5 ¢.cm.; 
June 20, Schick test positive +++. 

Third course.—Oct. 24, T.A.F. 1-0 c.cm.; Feb. 13, 
Schick test positive ++. 

Fourth course.—Feb. 20, A.P.T. 0-1 c.em.3; May 5, 
A.P.T. 0-5 c.cem.; April 30, Schick test negative. 

It will be noted that a total of 5-5 c.em. of floccules 
was administered and that this amount completely 
failed to convert a positive Schick reaction into a 
negative one. There was, in addition, the stimulus 
afforded by four Schick tests. The positive Schick 
reactions were very marked. Finally a single course 
of alum precipitated toxoid comprising the relatively 
small amount of 0-6 ¢.cm. produced the desired result. 
The treatment and tests were administered by Dr. 
P. F. Fitzpatrick (assistant M.O.H.). 

I am, Sir, yours faithfully, 
J. C. SAUNDERS, 

City Hall, Cork. Medical Officer of Health. 


CONTACT LENSES 

Sir,—A candidate applying for a commission as an 
officer in the Royal Air Force the other day presented 
himself wearing a pair of contact glasses. He was not 
a little dismayed when on undergoing the eye examina- 
tion the presence of the contact glasses was noticed, 
and he was requested to remove them in order to have 
his vision properly tested. He confessed that he had 
hoped to get away with it. He was a myope with 
unaided vision of 6/60 in the right and 6/36 in the 
left eye. Wearing contact glasses his vision was 6/5 
in each eye. 

For the last six years he has worn the original 
contact lenses, which were made for him in Budapest, 
continuously day and night, only removing them for 
a few minutes each evening to wash them. He has 
never had any trouble or discomfort in his eyes, which 
appeared healthy and free from redness. 

I am, Sir, yours faithfully, 
T. Kerra Lyte. 


On Sunday, May 19, at 8.40 p.m., in the Home Service 
programme, Dr. Clement C. Chesterman, hon. secretary of 
the British Advisory Board on Medical Missions, is appealing 
on behalf of British medical missions overseas. Con- 
tributions should be sent to the medical secretary of the 
board, 2, Eaton Gate, London, 8.W.1. 

Corrigendum.—The letter on the treatment of 
hernia on page 901 of our issue of May 11 was from 
Mr. Kenneth Heritage, F.R.C.S. 
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OBITUARY 


HARRY GILBERT BARLING 
BT., C.B., C.B.E., M.B. LOND., F.R.C.S. 


Sir Gilbert Barling, who died at Edgbaston on 
April 27, had been for many years the honoured 
leader of the medical profession in Birmingham and 
the Midlands. Earlier that week, at the annual general 
meeting of the Birmingham United Hospitals, he had 
been presented 
with an address on 
completion of sixty 
years of service, It 
was in 1880 that he 
came to a Birming- 
ham roused from 
mid-Victorian com- 
placency by Joseph 
Chamberlain and 
entering an era of 
rapid development 
in every direction. 
Barling soon 
placed himself in 
the van of progress 
in surgery and 
medical education, 
and later on of 
education in the 
widest sense; over 
a span of two 
generations 
he exerted an ever-growing influence on the social 
welfare of the city. 

A Gloucestershire man, born at Newnham-on-Severn 
in 1855, Harry Gilbert Barling entered St. Bartholo- 
mew’s Hospital in 1874 and in the following year 
was placed fifth for the Treasurer’s prize in practical 
anatomy, later winning the Kirkes gold medal in 
clinieal medicine. He took his M.B. Lond. in 1879, 
serving as house-surgeon at Bart’s in the haleyon days 
of Luther Holden, Savory, Callender and Tom Smith. 
His colleagues on the junior surgical staff included 
Eve, Bruce Clarke, Lockwood and Mansell Moullin. 
Barling was of powerful physique and distinguished 
himself in the football field. Cautious in judgment, 
but tenacious of his own opinions, he was popular 
alike with the staff and his dressers. He came to 
Birmingham as resident pathologist to the General 
Hospital where he carried out all the pathological 
work connected with some 3000 inpatients a year, and 
in addition administered the anesthetics for opera- 
tions. There was one theatré with furniture, including 
the operating-table, made of wood, where rather more 
than 200 operations were performed annually. 

Barling became a fellow of the Royal College of 
Surgeons in 1881, was appointed resident surgical 
officer in 1883, and in 1885 was elected assistant 
surgeon to the hospital. At that time surgery was in 
the transition stage, and Listerian principles and 
methods were slowly making way against the con- 
servatism of the older surgeons, who were all in general 
practice. In 1891 Barling became full surgeon, and 
began to exert an ever-increasing influence on the work 
of the hospital. Improved antisepties and later aseptic 
methods were steadily evolved, and when by their 
means a safe method of entering the abdominal cavity 
had been found he was among the early successful 
operators on the appendix, the gall-bladder, kidneys, 
stomach and intestines. At the time of his appoint- 
ment to the full staff the project of building a new 





Lafayette 


hospital had just come under serious consideration, 
and for the next seven years he spent much labour 
and time in helping to plan, organise and equip the 
fine new buildings in Steelhouse Lane, which were 
opened in 1897. They were soon taxed to the utmost 
by incessant demands made by the rapid evolution of 
medical and surgical practice which began in those 
years. In the initiation and planning of all the con- 
sequent changes and developments, Barling continued 
to take a full share. 

His long connexion with the Birmingham medical 
school began in 1885 when he became demonstrator of 
anatomy at Queen’s College; in the following year he 
was appointed professor of pathology. In 1892 the 
school was transferred from Queen’s College and 
became a faculty of Mason College. In 1893 Barling 
became co-professor of surgery and in 1905 he was 
made dean of the medical faculty in succession to 
Bertram Windle. Mason College had in the meantime 
flowered into Birmingham University, and in these 
rapid developments he also played an active part. His 
work as dean lasted for six years, and his surgical 
professorship for twenty years, until 1913, when he 
was made vice-chancellor of the university, becoming 
pro-chanecellor in 1927, and retiring in 1932, after 
a further twenty years’ service. 

In the first year of his office of vice-chancellor when 
the last war began, the university buildings at Bourn- 
brook were at once taken over to house the First 
Southern General Hospital, and immediate arrange- 
ments had to be made to earry on the work of the 
university during the difficult years that followed. In 
addition to carrying the chief responsibility for the 
university, Barling placed his services at the disposal 
of the Army medical department, and for most of the 
war was consulting surgeon to the Southern Command. 
He took an important share in organising the First 
and Second Birmingham War Hospitals at Rubery 
and Hollymoor; and in raising locally a medical unit 
that went to Salonica in 1917. In the same year he 
went for six months to France as consulting surgeon 
to the British forces on the western front. At the end 
of the war he retired with the rank of colonel A.M.S., 
and his services were recognised in 1917 with the C.B. 
(military), and in 1919 with the C.B.E. (military). In 
the years following the war the reorganisation of the 
work of the university made enormous demands on the 
time and energy of the chief administrative officer. 
Under Barling’s skilful guidance the difficulties were 
gradually overcome, and the university once more 
entered upon a time of fruitful and progressive 
development. About this time the union of the General 
and Queen’s Hospital and the provision of a new 
hospital and new medical school buildings in close 
association with the university at Edgbaston were pro- 
jected. By the last year of Barling’s pro-chancellor- 
ship the hospitals had been united, and the new build- 
ings were already started; six years later, in 1939, they 
were completed and opened. 

Among many outside activities Barling had served 
on the council of the Royal College of Surgeons from 
1904-12, and as representative of the university on 
the General Medical Council from 1917-27. At the 
annual meeting of the British Medical Association in 
London in 1910 he gave the address in surgery, 
choosing. for his subject malignant disease. Many 
honours were paid to him. Of these the greatest was 
his baronetey, conferred in 1919. His friends and 
colleagues knew that it had been truly earned; and it 
was carried with his characteristic modest dignity. 
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On his retirement from the active staff in 1915 the 
General Hospital presented him with an illuminated 
address, his portrait was hung in the board room, and 
ten years later he became the first medical president of 
the hospital. In 1925 the university presented him 
with his portrait in oils, and in 1937 conferred on 
him the honorary degree of LL.D. After his retire- 
ment from the university Sir Gilbert kept an active 
interest in the advances of medicine until the very 
end of his life. He continued to be chairman of the 
committee of the Hospital Sunday fund, and retained 
his presidency of the Birmingham branch of the 
British Empire Cancer campaign, of which he had 
been chairman since its origin in 1923. He also con- 
tinued as chairman of the joint board of research in 
mental diseases set up by the city and the university in 
conjunction with the asylums of the district. 

Sir Gilbert was a surgeon of outstanding capacity 
and sound judgment; he paid great attention to 
thorough and complete diagnosis; his operations were 
free from attempts at brilliance, and were carried out 
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methodically, carefully, and without waste of time. 
He undertook the after-treatment of his patients with 
gentleness and assiduous attention to detail. His wide 
knowledge and logical mind made him a valued and 
stimulating teacher whose aim was always not mere 
instruction but education. An agreeable and polished 
speaker, with a pleasant voice and without rhetoric, 
he impressed and persuaded his hearers. A tireless 
and persistent worker, never hasting, never wasting 
time, methodical and thorough, he was able to get 
through a great amount of business. Wide culture 
and experience, and a strong infusion of common 
sense, made him a wise counsellor and an administrator 
of outstanding ability. Genial and unaffected to his 
intimates, courteous and dignified always, he was a 
good companion and a staunch and trusty friend. 
Until a few years ago he was devotedly fond of shoot- 
ing, fishing and golfing. He died of a sudden heart 
attack three days before his 85th birthday. Sir Gilbert 
married Katherine Edmunds, who died in 1920. They 
leave two daughters. 


PARLIAMENT 


The New Cabinet 

The War Cabinet now consists of: 

Prime Minister and Minister of Defence, Mr., 
Winston Churchill; Lord President of the Council, 
Mr. Neville Chamberlain; Lord Privy Seal, Mr. 
C. R. Attlee ; Secretary of State for Foreign Affairs, 
Lord Halifax; Minister without Portfolio, Mr. 
Arthur Greenwood. 

Other Ministerial appointments are: 

First Lord of the Admiralty, Mr. A. V. Alexander ; 
Secretary of State for War, Mr. Anthony Eden ; 
Secretary of State for Air, Sir Archibald Sinclair ; 
Lord Chancellor, Sir John Simon; Chancellor of the 
Exchequer, Sir Kingsley Wood; Home Secretary 
and Minister of Home Security, Sir John Anderson ; 
Secretary of State for the Colonies, Lord Lloyd ; 
President of the Board of Trade, Sir Andrew Duncan ; 
Minister of Supply, Mr. Herbert Morrison ; Minister 
of Information, Mr. Alfred Duff Cooper; Secretary 
of State for India and for Burma, Mr. L. S. Amery ; 
Minister of Health, Mr. Malcolm MacDonald ; 
Minister of Labour and of National Service, Mr. 
Ernest Bevin; Minister of Food, Lord Woolton; 
Dominions Secretary, Viscount Caldecote ; Secretary 
for Scotland, Mr. Ernest Brown ; Minister for Aircraft 
Production, Lord Beaverbrook; President of the 
Board of Education, Mr. Herwald Ramsbotham ; 
Minister of Agriculture, Mr. Robert Hudson ; Minister 
of Transport, Sir John Reith ; Minister of Shipping, 
Mr. Ronald Cross; Minister of Economic Warfare, 
Mr. Hugh Dalton; and Chancellor of the Duchy of 
Lancaster, Lord Hankey. 


Government Policy 

In the House of Commons on Whit Monday Mr. 
Wriyston CuurCHILL, Prime Minister, in moving that 
the House welcomed the formation of a Government 
representing the united and inflexible resolve of the 
nation to prosecute the war with Germany to a vic- 
torious conclusion, declared he could only say to the 
House as he had said to those who had joined his 
Government: “I have nothing to offer but blood, toil, 
tears and sweat.” We have before us, he continued, 
an ordeal of the most grievous kind. We have before 
us many, many long months of struggle and of suffer- 
ing. You ask what is our policy; I will say: “It is 
to wage war, by sea, land and air, with all our might 
and with all the strength that God ean give us, and to 
wage war against a monstrous tyranny, never sur- 
passed in the dark, lamentable catalogue of human 


crime.” (Loud cheers.) That is our policy. You ask 
what is our aim; I ean answer in one word: it is 
victory—(cheers)—vietory at all costs—(cheers)— 
victory in spite of all terrors, victory, however long 
and hard the road may be; for without victory there 
is no survival—(cheers)—let that be realisedno sur- 
vival for the British Empire, no survival for all. that 
the British Empire has stood for, no survival for the 
urge and impulse of the ages, that mankind will move 
forward towards its goal. (Cheers.) I take up my 
task with buoyaney and hope, and I feel sure that our 
cause will not be suffered to fail among men. At this 
time I feel entitled to claim the aid of all, and I say: 
“Come then, let us go forward together with our 
united strength.” (Loud and prolonged cheers.) 


ON THE FLOOR OF THE HOUSE 
By Mepicvus, M.P. 

Events move so swiftly now that the fact that 
Mr. Chamberlain resigned after the debate last week 
has already become history. Current events on the 
political field are dominated by Mr. Winston 
Churchill’s speech as new Prime Minister on Monday 
last and the change in the alloeation of government 
offices to include the Lahour and Liberal opposition 
parties. No less significant is that the Government 
ineludes the anti-Munich ministers who resigned 
because of disagreement with Mr. Chamberlain. Mr. 
Duff Cooper, who has already held the offices of First 
Lord of the Admiralty and Minister of War and is a 
writer and lecturer, now becomes Minister of Informa- 
tion. Mr. Duff Cooper’s recent speaking tour of the 
United States has impressed him with the need for 
more information from our side over there and he has 
many recently formed connexions which will be of 
great value. The war widens its area almost every 
hour and to have the ear of the United States is an 
asset of the first importance. Mr. Anthony Eden is 
Minister of War and the serving soldiers will know 
they have a man at the War Office who has an intimate 
personal acquaintance with the service. Sir Archibald 
Sinclair has drive and vigour and has been an 
unsparing critic of delay and vacillation; he will have 
full scope for his powers at the Air Ministry, for 
the Air Force may well be the decisive factor. 

To have got Sir Archibald Sinclair in the War 
Cabinet of five puts the Opposition Liberals behind 
the Government; the inchusion of Mr. Attlee and Mr. 
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Arthur Greenwood will ensure the support of the many 
millions of the Labour Party, and Mr. Chamberlain’s 
presence will allay the fears of his many supporters. 
It is a really national team Mr. Churchill has to lead 
and his victory speech to Parliament and the unani- 
mous vote of confidence he received has set the vast 
machine of war vibrating at an even greater speed 
than before. Mr. Attlee was only able to spare one 
hour for the Labour Conference meeting at Bourne- 
mouth but he got a vote of confidence and support by 
over 2,400,000 to 170,000, and the majority vote was 
not only that of the Trade Unions but of the con- 
stituency organisations of the Labour Party. 
* * * 


The new ministers are now working at their posts 
and others will be appointed before Parliament meets 
again next Tuesday. But a curious situation has 
arisen. There is no opposition except that of Mr. 
Maxton and his two colleagues, who could not register 
any votes on Tuesday last because both the members 
present were required as tellers in the voting lobbies. 
But the British Parliament without some kind of 
opposition is almost unthinkable and it is probable 
that a special kind of opposition will be formed. An 
opposition is a part of the constitution and “ His 
Majesty’s Opposition” has recently been made more 
a part of it than ever by having a salary of £2000 a 
vear from Government funds attached to the office of 
leader. There are other privileges of an opposition— 
a room and ante-room in the House of Commons 
almost equal in dignity to that of the Prime Minister, 
other rooms and offices, and a special department for 
the Whips. 

It is the play of thrust and parry between Govern- 
ment and Opposition which makes the parliamentary 
machine work. It is the Opposition who demand, and 
have the recognised right to demand, debates on 
matters of public interest, and who bring constructive 
or destructive criticism to bear on ministerial efforts. 
It was the Opposition action which forced the resigna- 
tion of Mr. Chamberlain and the reconstitution of the 
Government on a national basis. If the present 
arrangement continued we should have in effect a one- 
party system of government in Great Britain on lines 
parallel with the systems in Italy, Germany and 
Russia. But the totalitarian arrangement even on the 
British pattern will not work the parliamentary 
machine and a way out will have to be found. Pro- 
posed arrangements are already being discussed. 

on ” * 


On the field of war the tremendous battle which has 
been developing since the early morning of May 10 
grows in vastness and savagery and will make 
demands on all of us. The demand already made 
to the medical profession for volunteeers up to 55 is 
an indication of what will be a general demand. The 
scale of modern war extends over miles where the 
1914-18 war extended over as many furlongs. The 
distances to be covered in an army moving on the 
wheels of motor transport is very great and for this 
reason, as well as because of the great extent of the 
battle front, more doctors are required. What the 
effect of this will be on civil medical praetice can 
only be guessed, but it may well involve the regional 
organisation of private practice with a view to 
economy of personnel. The extension of air warfare 
to Great Britain is another fact which must be pro- 
vided against and which will make still further 
demands on the medical profession and indeed on all 
of us. 

Fortunately the food situation is good, and so is the 
naval situation, and the civil defence system of the 
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country, although as yet untested in any major 
struggle, is ready to show what it can do. Writing 
five days after the beginning of the German onslaught 
on Holland, Belgium and Luxemburg, it is difficult to 
reconstruct the relatively peaceful atmosphere of this 
day last week. In another five days it may be more 
difficult still. We are, we are told, beginning the 
greatest battle of history. Parliament and the nation 
are facing the situation with calm and working with 
immense energy. But where will the war spread? 
One appointment to the Government may be signifi- 
eant—that of Lord Lloyd to be Minister for the 
Colonies. Lord Lloyd is, to use the old phrase which 
fits him so perfectly, a great pro-consul, he is a man 
of vision and determination who has been governor 
of an Indian province and representative of the Crown 
in Egypt. He is a fighter as well as an administrator. 


FROM THE PRESS GALLERY 
Conduct of the War 


THOSE who have long experience at Westminster 
know how varied are the moods of the House of 
Commons. Like the sea, it may be calm to the point 
of dullness for days and then almost without warning 
the clouds gather and the storm breaks. To close 
observers there have been many indications in the 
last few weeks that members of all parties (including 
many supporters of the Government) were becoming 
more and more restive and anxious about the conduct 
of the war. Yet until the grave and important two 
days’ debate on the Norwegian campaign last week 
there was little to show that that restiveness and 
anxiety had reached a point where only a change of 
political leadership, combined with a complete 
reconstruction of the Government by the inclusion of 
all parties and possibly outstanding personalities from 
outside Parliament, could secure the national unity 
which is vital to the winning of the war. 

There were portents on Tuesday that feeling was 
running high. The Prime Minister in opening the 
debate was subjected to a series of interruptions 
which moved the Speaker to intervene with an 
unusually stern rebuke. After that Mr. Chamberlain 
was allowed to proceed in the unfolding of the defence 
of the Government’s policy. Towards the end of his 
speech he gravely warned the House against bickerings 
and divisions among themselves when we might soon 
be faced by war in its most violent form ; it is rather 
a time, he said, for closing our ranks and setting our 
teeth. He went on to reveal that the military advisers 
of the Government had warned the Cabinet in solemn 
terms of the danger of holding this debate. But 
ministers had felt that in a democratic country they 
must be allowed to defend themselves whatever the 
risk might be. 

Whatever effect the Prime Minister’s speech may 
have had on the House was largely discounted by the 
later intervention of Admiral of the Fleet Sir Roger 
Keyes, who produced something of a sensation by 
asserting that everything that Mr. Chamberlain had 
said had strengthened his conviction that the capture 
of Trondheim was ‘“‘ essential, imperative and vital.’’ 
Moreover, with all the weight of his immense reputa- 
tion, he asserted that the naval hazards of such an 
operation would have been trifling compared with 
those overcome in other operations which he had 
organised and led. The position of Trondheim and 
its aerodrome was so important strategically that 
almost any effort would have been justified, even if it 
involved some naval risk and sacrifice. 

* ” = 


On Wednesday the atmosphere of the debate was 
even more heated, and it soon became plain that the 
rebels on the Government side were more numerous 
than had been generally supposed. This was par- 
ticularly noticeable among the younger Service 
members, some of whom roundly cheered any refer- 
ence to the need for a change in political leadership. 
A striking speech was made by Commander Bowyer, 



















































nt 








950 THE LANCET] 


who, while stating that his position as a member of the 
Naval Staff made it necessary for him to be careful 
what he said, nevertheless committed himself to 
possession of the knowledge of the ‘‘ dead hand ”’ 
responsible for stopping the naval operations which 
he thought might have retrieved the situation in 
Norway and completely turned the tables on the 
Germans. Wild horses, however, would not drag 
from him what dead hand it was; all he would allow 
himself to disclose was that it came from above. 
War was a continuation of policy, and he was certain 
that the way we were conducting this war was a 
continuation of the policy which led up to it, a policy 
which would lead us only to inevitable disaster. The 
dead hand must go. 

Challenging speeches of this kind continued to 
come from both sides of the House. The tension 
and excitement in a crowded chamber rose to its 
peak when Mr. Lloyd George charged the Govern- 
ment with having gambled on the chance of getting 
air bases in Norway. He declared that while there 
was no cause for panic there was grave cause for 
‘‘ pulling ourselves together,’’ and that could not 
be achieved unless the country was told the facts and 
the reality of the peril. He advised the Prime 
Minister to separate his personality from the issue 
before the House: ‘ 1 say solemnly that the Prime 
Minister should give an example of sacrifice, because 
there is nothing that can contribute more to victory 
in this war than that he should sacrifice the seals of 
office.”’ 

After the Government had been further attacked 
by Sir Stafford Cripps and Mr. Duff Cooper the stage 
was set for Mr. Churchill’s reply. Those who 
expected that the First Lord would rise to the import- 
ance and gravity of the occasion were not disap- 
pointed. In a speech that was certainly one of the 
finest in his career he made a spirited defence of the 
Government’s policy in Norway and of his own part 
in it. He refused to recede from his statement that 
Hitler’s invasion of Norway had been a cardinal 
political and strategic error. Although Germany had 
overrun large parts of Norway the. result on balance 
in his judgment rested with the Allies. Finally, he 
strongly deprecated the tactics of the Labour Oppo- 
sition in launching a vote of censure on the Govern- 
ment at a few hours’ notice. Such a grave question 
as whether the Government should continue in office 
should not be decided precipitately. He pleaded for 
a cessation of pre-war feuds. ‘* Let us,’’ he said, 
‘* forget our personal quarrels, and keep our.hatreds 
for the common enemy.”’ 

When the division was taken and it was found 
that the Government majority had dropped to 81 
in a House in which the Government hold some 400 
seats against the Opposition’s 200, it was obvious 
that the Government had suffered a severe reverse. 
Next day there were a few desultory echoes of 
Wednesday’s great political drama. Then members 
separated for the Whitsuntide recess in a state of 
uncertainty as to the final outcome of an historic 
parliamentary week. 


Hours of Work 


In the House of Commons on May 9, Mr. Ruys 
DAVIES drew attention to the oft-quoted report of the 
Industrial Health Research Board, which said : 


One of the lessons learned in the last war was that 
excessive hours of work do not ultimately pay, even 
when considered solely on the basis of output and apart 
from the effects on the health of the workers. 


The sickness of our population for the first quarter 
of 1940 was, said Mr. Davies, 20 per cent. higher than 
any figure recorded in history. While the severe 
winter weather probably accounted for most of that, 
he was not sure that speeding up in industry was not 
also partly responsible. He trusted that the factory 
inspectorate would see that employers carried out the 
suggestions made by the Home Office in their pamph- 
let that covers the effects of the blackout on factory 
workers, The fact that women were now flocking 
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into industry made it necessary that that aspect of 
the problem of industrial accidents should also be 
carefully considered. Above all, he pleaded that the 
unscrupulous type of employer should not’ be 
allowed to take advantage of the national emergency 
to exploit his workpeople and endanger their health 
for his personal aggrandisement. 


Dr. EpIrH SUMMERSKILL said it was important to 
remember that increasing hours of work did not 
necessarily increase output in the same proportion. 
What struck her chiefly in the report referred to was 
the statement that industrial accidents were in large 
measure due to sickness and fatigue. The conclusion 
to which this report arrived was that the basic 
problem was one of health—health of mind and body 

-since the healthier and more contented the indi- 
vidual was the more energy he had available. Why 
in these enlightened days did the authorities examine 
only boys and girls under 16 before they went into 
the factory ? Why did not the state assume responsi- 
bility for the health of boys and girls over 16 and of 
men and women? It could not be argued, particu- 
larly in war-time, that these people were provided 
for under the national insurance system. Thousands 
of people were being introduced into our factories 
who had never had a medical examination at all. 
Workers went to a doctor only when there were actual 
symptoms of illness. If there was proper inspection, 
many hours of labour could be saved which were 
now lost through sickness. 


THE LESSON OF TYNESIDE 


Mr. Davip ADAMS said that Tyneside had the 
unenviable notoriety of having a tuberculosis-rate 
which was probably the highest in the country. This 
ought to receive the constant attention of the Ministry 
of Health. When questions were put to him the 
Minister replied that action was being taken in the 
provision of additional hospitals and so on, but it 
was to methods of prevention that attention ought 
more particularly to be directed. The high tuber- 
culosis-rate was alleged to be due to the low nutritional 
standards on the north-east coast and also to overtime 
worked by women and girls in the factories. It was, 
however, interesting to notice that the figures showed 
that 50 per cent. of the cases of tuberculosis in children 
under one year resulted from direct infection. It was 
a serious fact that during the last three years there 
had been an average of 50,000 new cases of tubercu- 
losis in the country. Probably the municipal 
authorities were dealing with this matter as well as 
they could, but it required a much greater effort 
from the central authority, particularly as regards 
nutrition. 

HOME OFFICE POLICY 


Mr. PEAKE, under-secretary of state for the Home 
Department, assured the House that, apart from 
carrying out its statutory responsibilities for the 
protection of factory workers against ill-health and 
accidents, his department were constantly issuing 
pamphlets giving advice to employers and delivering 
lectures to secure a wider adoption of safety, health 
and welfare arrangements than was required to meet 
the minimum standards of the law. As regards 
operations or processes which might involve specific 
danger to health, it was the constant duty of the 
Factories Department to mobilise specialised know- 
ledge for the purpose of devising protective measures 
to counteract such dangers. Special safeguards, for 
example, had been devised in regard to radioactive 
processes. While there was no statutory power at 
present to enforce medical examinations for entrants 
into factories and industries over the age of 16, he 
claimed that a good deal had been done recently by 
the employment of whole-time doctors in the larger 
factories, and in particular those established by the 
Ministry of Supply. Furthermore, since the war 
there had been a considerable addition to part-time 
medical supervision in factories of moderate size. 
The Home Office fully supported the observations in 
regard to hours of work made in the report of the 
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Industrial Health Research Board, and it was the 
policy of the Government, while authorising, where 
necessary, hours of work which would not be permis- 
sible in peace-time, not to authorise hours which were 
found in the light of experience and _ scientific 
investigation to be detrimental to health or to 
efficient production. 


QUESTION TIME 
Grading Hardship 


Mr. SorensEN asked the Minister of Labour and 
National Service whether he was aware of the hardship of 
unemployed young men whose low medical category 
might involve indefinite delay in their calling up for mili- 
tary service, but who, nevertheless, were refused employ- 
ment because of their age group; and whether he would 
take any action in the matter, either by guaranteeing them 
a long period before being called up, or in some other way, 
enabling them to assure possible employers that the calling 
up would be postponed.—Mr. AssHETON, parliamentary 
secretary to the Ministry, replied: Men placed in grade tv 
medical category are informed that they will not be called 
up. Men placed in grade m1 will not be called up until 
further notice, unless they have been so graded on account 
of defective vision. Men placed in grade 11 on account of 
defective vision may if they wish apply to be called up 
early and those who do so will be called up before the 
remainder. 


Service Patients in Mental Hospitals 

Mr. SORENSEN asked the Minister of Health whether he 
had given or would give guidance to mental hospital 
committees respecting charges to be made to the War 
Office to cover the use of mental hospital premises and 
services or whether any specific agreement had yet been 
reached on this matter.—Mr. WALTER ELLiorT replied : 
The matter is primarily one for settlement between the 
War Office and the local authorities concerned. I under- 
stand, however, from the Board of Control that agreement 
has been reached in principle and it is hoped that the 
details will be settled at an early date. 


Overcrowding in a Mental Hospital 

Mr. CHARLES BRowN asked the Minister if he was aware 
that the Notts County mental hospital (female block) was 
gravely overcrowded ; and if he could state the reason for 
the continued refusal to allow necessary extensions to be 
undertaken.—Mr. Exot replied: I am afraid I am not 
clear to what refusal of necessary extensions the hon. 
member is referring. I shall be glad to inquire fully into 
the position if he will send me the details of what he has in 
mind. 

Women Factory Workers 

Mr. TINKER asked the Minister of Supply if he was aware 
that, at some of the government works in Lancashire, 
excessively long hours were being worked by women on 
night-shifts ; that this was having effect on their health ; 
and if he would have inquiries made to see if this could be 
avoided.—Colonel LLEWELLYN, parliamentary secretary to 
the Ministry, replied: The hours worked are those agreed 
between the department and officials of the trades-unions 
representing the workpeople concerned. The health of 
the employees is being constantly watched, and there is 
no evidence that the hours at present being worked in 
Royal ordnance factories are having any effect detri- 
mental to their health. The question of the best hours to 
be worked, regard being had both to the essential needs 
of production and to the welfare of the workpeople, is one 
which is under continual review. 


School Feeding Centres 

Mr. Davip Apams asked the Parliamentary Secretary 
to the Ministry of Food whether he was aware that certain 
local food-control officers had classified school feeding 
centres as common catering establishments, and issued 
permits for only 60 per cent. of meat with corresponding 
reductions in bread, cheese, sugar, &c., necessitating a 
serious reduction in the number and quality of meals 
supplied ; and whether he would take steps to have full 
ration allowances restored forthwith.—Mr. LENNox- 
Boyp replied : School feeding centres requiring to obtain 
supplies of rationed foods are enabled to do so by register- 
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ing under the rationing regulations as catering establish- 
ments. Assuch they are, for the time being, permitted to 
serve meat meals free of the coupon, but in relation to these 
establishments, the rationing of meat takes the form of a 
restriction of supplies to 60 per cent. of their normal 
requirements. Sugar is rationed in catering establish- 
ments by reference to the number of meals and hot bever- 
ages served. There is at present no restriction on the 
supply of bread or cheese. 


Women Auxiliaries in Hospital 


Major-General Sir ALFRED KNox asked the War Secre- 
tary what hospital arrangements had been made in London 
and generally in Great Britain for the treatment of women 
auxiliaries.—Mr. OLIver STANLEY replied: Members of 
the Women’s Auxiliary Services serving with the Army 
may be admitted to any military hospital when accommo- 
dation is available, any military families hospital, or any 
of the emergency medical service hospitals of the Ministry 
of Health under the same conditions as Army personnel. 


Medical Evidence in Pension Appeals 


Captain PLUGGE asked the Minister of Pensions whether, 
when a person had a right of appeal to the Minister, the 
facts submitted were considered by the Minister personally 
or by an independent tribunal or by civil servants in the 
employ of the Ministry.—Sir W. Womerstey replied : 
The practice in a case of this nature is that all the facts are 
fully reviewed by an officer of superior rank to the one who 
gave the original decision. Where a medical issue is 
involved a principal medical officer is consulted and if 
thought desirable the opinion of an independent medical 
expert is sought. It would be clearly impossible for the 
Minister to see every case of complaint or appeal but 
wherever the issue is one of importance the case would be 
put before me. 


Chiropodist and War Service 


Mr. JAMES GRIFFITHS asked the Secretary of State for 
War if he had considered the offer from the National 
Institute of Chiropodists to place the skill and experience 
of their members at the service of the Army; and if he 
would favourably consider their offer so as to utilise their 
services to the advantage of the men serving in the Army. 
—Sir E. Griec, Financial Secretary to the War Office, 
replied: The offer from the National Institute has been 
considered. The institute was informed that chiropodists 
sufficient for the needs of the Army were trained at 
military hospitals, and, should further assistance be 
required, the advice of the British Medical Association 
would be taken. 


Medical News 


Royal College of Surgeons of England 


An ordinary meeting of the council was held on May 9 
with Mr. Hugh Lett, the president, in the chair. Sir 
Percival Nicholls, medical director general of the Navy, 
and Sir Richard Needham were admitted to the fellowship. 

The president was appointed, ex officio, a member of the 
governing body of the British Postgraduate Medical School 
for one year. 

It was decided to recognise the schools attached to the 
Royal College of Surgeons in Lreland as places at which 
the course of study for the primary fellowship examination 
of the college may be taken. The City General Hospital, 
Sheffield, was recognised for the six months’ surgical 
practice required of candidates for the final fellowship 
examination in respect of the posts of senior assistant in 
surgery and senior house-surgeon. 

A diploma of fellowship was granted to B. B. Bhatia 
of Lucknow and London. 

Diplomas of membership were granted to Alexander 
Lang (Camb. and St. Bart's) and Frank Livesey (Manc.) 
and to the candidates mentioned in the report of the 
committee of the Royal College of Physicians which 
appeared in our issue of May 4. 


Mr. E. B. Dowsett, has gone to Egypt to act as visitor 
to the dental schools of the Fouad I. University, Cairo, 
on behalf of the College. 




































































tie 


ee 


trina a tem 


© owen ars = 


952 THE LANCET] 


University of Oxford 

At a congregation held on May 14 it was decided to 
confer the honorary degree of D.Sc. on Dr. Mariano Rafael 
Castex, professor of chemical medicine at Buenos Aires. 


University of Cambridge 

On May 10 the degrees of M.B., B.Chir. were conferred 
by proxy on T. L. Oliver. 
Chadwick Prize and Medal 

Sir William Collins will present this prize and gold 
medal to Group-Captain P. C. Livingston on Thursday, 
June 20, at 3.45 p.m., at the Chelsea Physic Garden, Swan 
Walk, 8.W.3. The award is made once in every five 
years to an officer of the Navy, Army, or Air Force medical 
service who has specially assisted promoting the health 
of the men. Afterwards Prof. William Brown, F.R.S., 
will deliver a Chadwick lecture on plant disease in relation 
to the public. 


Royal College of Physicians of Edinburgh 

A quarterly meeting of the college was held on May 7, 
with Dr. Alexander Goodall, the president, in the chair. 
Dr. C. G. Magee (London), Prof. F. A. E. Crew (Edin- 
burgh), Dr. A. J. Wilson (Coventry), and Dr. J. L. Hender- 
son (Edinburgh) were introduced and took their seats as 
fellows. Dr. J. P. Leckie (Edinburgh), Dr. J. R. Boyd 
(Wellington, N.Z.), Dr. Donald Stewart (Birmingham), 
Dr. John McMichael (London), Dr. D. M. F. Batty (Edin- 
burgh) and Dr. J. H. Croom (Edinburgh) were elected 
fellows. The Lister fellowship was awarded to Lieut.- 
Colonel W. Glen Liston. 


Evacuation of School-children 

Increased billeting allowances for school-children evacu- 
ated under the Government scheme will be available 
during the week beginning May 31. Under the new scale 
householders will receive 10s. 6d. weekly for children 
between 10 and 14; 12s. 6d. for those between 14 and 16 ; 
and 15s. for those over 16. 

Preliminary arrangements have been made for the 
evacuation of over a million school-children should the 
need arise, and children were recalled to school over the 
Whitsuntide holiday. In evacuation areas outside London 
school doctors and nurses began the medical inspection of 
all children who will be sent away. In London the L.C.C. 
medical staff has been examining the children day by day 
during the past weeks. 

Welfare officers have been added to the staff of the 
Ministry of Health to organise work among evacuated 
children. 

Lieut-Colonel D. C. Monro, R.A.M.C., has been ap- 
pointed honorary surgeon to the King in succession to 
the late Major-General G. G. Tabuteau. 


Vacancies 


Birmingham and Midland Eye Hospital Res. surg. O., £200. 

Blackburn Royal he has Res. H.'S., £175 

Boston General Hosp.— Res. M.O., at rate of £150 

Brighton, Royal Sussex County ” Hosp. —Hon. med. and surg. 
reg Also res. surg. O., £300. 

Brighton, Sussex Maternity & Women’s Hosp Res. H.S., £130. 

Bristol Eye Hosp.—Res. H.S., 6 guineas per week. 

Bucks County Council.—Temp. H.P. for emergency maternity 
home, at rate of £200 

Bury St Edmunds, West Suffolk General Hosp.—H.8., £150. 

Chester Royal Infirmary ~H.P., £150. 

Chester, Upton Emergency Hosp.— / res. H.P., £200. 

Chorley, Chorley and District Hosp.—H.S., at rate of £150. 

Coventry and Warwickshire Hosp.—Two H.S.’s to spec. depts., 
each at rate of £150. 

Derbyshire Education Committee——-Temp. asst. school M.O., at 
rate of £500. 

Derbyshire Royal Infirmary H.S. for cas. dept., £150. 

Durham University.—Demonstrator in pathology in medical 
school and asst. pathologist to Royal Victoria Infirmary, £300 

Essex County Council Asst. county M.O.H., £500 

Essex County Council and Thurrock Urban District Council 
Asst. M.O.H., £500 

Halifax Royal Infirmary.—Second H.S. and cas. O., £175 and 
£150 respectively 

Hosp. for Sick ¢ "hildren, Great Ormond Street, W.C.1.—H.P.’s 
and H.S.’s, each at ‘rate of £100 

Ilford, West Ham Hosp. for Nervous and Mental Disorders, 
CGoodmayes Asst. M.O., £350 

Lancashire County Council.—Sen. and jun. H.S.’s for Biddulph 
Grange Orthopedic Hosp., at rate of £300 and £250 

respectively. 
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Liverpool, Bootle General Hosp.—H.P. and H.S., each £150. 

Liverpool Royal Children’s Hosp.—Res. M.O. and res. surg. O., 
each at rate of £120. 

Manchester City—Jun. ? asst M.O. (Grade 2) for Monsall 
Hosp., at rate of £25 

Manahecias Royal € *hildven’ 8 Hosp., Pendlebury.—Res. M.O., at 
rate of £150. 

Manchester Royal Infirmary.—Med. chief asst., £300. Also 
Second res. clin. path., £150. Res. jun. M.O., at rate of 
£150. Also three H.S.’s to spec. depts., each at rate of £5. 

Middlesbrough, North Riding Infirmary.—Cas. O. & H.P., at rate 
of £150 and £140 respectively. 

Miller General Hosp., Greenwich, S.E.10.—Out-patient and cas. 
O., each at rate of £150. Also two H.S.’s, each £100. 

Nottingham and Midland Eye Infirmary.—Res. H.8., £200. 

eee vans General Hosp.—H.5S. and res. cas. O., each at rate of 
£ . 

Plymouth City.—Temporary asst. M.O.H., £500. 

Preston and County of Lancaster Royal Infirmary.—H.S. to eye, 
and ear, nose, and throat depts., £150. 

Princess Beatrice Hosp., Earl’s Court, S.W.5.—Res. H.S. and 
cas. O. and res. H.P. and cas. O., each at rate of £110. 
Princess Elizabeth of York Hosp. for Children, Shadwell, E.1.— 

Res. M.O. and res. surg. O., at rate of £250 or £150. 

Rochdale Infirmary and Dispensary.—Second H.S., £150. 

Rowley on, Borough of —Deputy M.O.H. and asst. school M.O., 
£500 


Royal Masonic Le Ravenscourt Park, W.6.—Res. surg. O., 

at rate of £250. 

Royal Waterloo Hosp. for Children and Women, Waterloo Road 
S.E.1.—Hon. med. reg., honorarium £75. Also anesthetist 
at rate of £50 

Samaritan Free Hosp. for Women, Marylebone Road, N.W.1.— 
H.S., at rate of £100. 

Sheffield Children’s Hospital.—H.S., at rate of £100. 

Sheffield Royal Hosp.—Clin. asst., £300. Also H.S.’s to ear, 
om, and throat and ophth. depts., £80 and £120 respec- 
tively 

Stockton- -On- Tees, Winterton Emergency Hosp.—H.58.’s, each £200. 

Stoke-on-Trent, "North Staffordshire Royal Infirmary. —Ortho- 

eedic H.S., at rate of £150-£200. Also res. cas. O. and 
.P., each 2150. 

Southampton Free Eye Hosp.—.8., at rate of £150. 

Stourbridge, Corbett Hosp.—H.P. and H.S8., at rate of £125 and 
£100 respectively. 

Tilbury Hosp., Essex.—Res. house O., at rate of £200. 

eee am Royal Hosp.—H.S.’s and cas. O., each at rate 
of £100. 

York County Hosp.—Res. H.S. and res. H.P., each £150. 


Births, Marriages and Deaths 


BIRTHS 


ARMSTRONG.—On May 10, at Rothbury, Northumberland, 
the wife of Major Reginald Armstrong, R.A.M.C.—a son. 

CooPEeR.—On May 11, at ~ ye Risborough, the wife of Dr. 
J. D. Cooper—a daughte 

FURLONG.—On May 6, at Wi oking, the wife of Mr. Ronald Fur- 
long, F.R.C.S -—® son 

PAYNE.—On May 5, at Ww tadpes. the wife of Mr. R. Vaughan 
Payne, F. R.C.S.—a coop 

PICKERING.—On May 5, at C ‘alfont St. Peter, aes. , the wife 
of Prof. George W. Pickering, F.R.C.P.—a so 

PLAYFAIR.—On May 3, at Ve eaverbemnaan, the wife of Mr. 
P. H. L. Playfair, F.R.C.S.—-a son. 


MARRIAGES 


MACKENZIE—JoYcr.—On May 9, at Haifa, Palestine, Kenneth 
George Frederick Mackenzie, F.R.C.S., Major, R.A.M.C., to 
Sheila Heath Joyce, of Greywell, Hants. 


DEATHS 


BRADBROOKE.—On May 8, at Sutton Courtenay, William 
Bradbrooke, M.R.C.S., aged 81. 

DONNELLAN.—On May 12, at Lewisham Park, 8.E.13, Robert 
Vincent St. Clair Donnellan, L.R.C.P.E. 

DOUGLASS. Ty May 8, at Eastbourne, Perey Clarence/Douglass, 
M.R.C Lieut. -Colonel, R.A.M.C, (retd.). 

PACLKNER— On May 7, at Banbury, Hugh Faulkner, 

. Edin., of Mirabel Jurancon, France. 

L me —dOn May 2, at Burley, New Forest. Victor Edward 
Hugh Lindesay, M.B. Manc. ., Lieut.-Colonel, L.M.S. (retd.), 
aged 70. 

annewe.—Ou May 12, at Royal Masonic Hospital, London, 
Harry Paul Owen Manning, M.R.C.S., aged 78. 

McKeEcuNizE.—On May 13, at Hastin “SW illiam Ernest 
McKechnie, M.B. Edin. Lieut.-Col. I. 'C., (retd.), aged 65. 

MICKLETHWAIT.—On May 10, at St. Albans, ’ George Whitley 
Micklethwait, M.D. Camb. 

Mvupie.—On May 8, at Claygate, Henry Ferguson Mudie, M.B. 
Edin., J.P., aged 89 

NORTHCOTE. On May i. in London, Augustus Beauchamp 
Northe ote, M.D. Ed 

Rage.—On a 10, at ~ i Dorset, Francis Lionel Rae, 
M.A., M.R.C.S., of Ponsmaen, Feock, Cornwa 

RAWLING. tog pootets, Louis Bathe Rawling, M. B. Camb., 
F. R.C. S., aged 69. 

SHORE.—-On May 7, George William Shore, 0.B.E., M.D. Lond., 
D.P.H., D.P.M., Colonel A.M.S., medical superintendent. 
Shenley Hospital. 

STABLES.—On May 10, at Pitgaveny, Elgin, Alexander Stables, 
M.B. Edin., Major R.A.M.C, (retd.) 

WabeE.—On May 11, at Ryde, y Owe Breedon Wade, 
M.B. Edin. 














h 


0 


nt, 








THE LANCET] 


[may 18, 1940 953 


NO rES, COMME} NTS. AND ABS TRACTS 


TAVISTOCK CLINIC 


THE annual luncheon of the clinic was held on May 
6. Lord Alness, chairman of the council of manage- 
ment, who was in the chair, said that he knew of no 
institution that has so courageously and stubbornly 
stood the shock of warfare. It had to evacuate its 
familiar premises in Malet Street, but had found a real 
home in Westfield College, Hampstead. The clinic 
has to contend with a falling revenue, the Store-street 
site, with its capital debt, is a millstone round the 
council’s neck, and the medical officers have had to 
forgo their honoraria. The clinic has, however, 
received a substantial legacy from an admirer, and a 
grant of £600 a year from the Rockefeller Foundation. 
The children’s department is the only children’s 
psychiatric clinic that has been kept continuously open 
during these dark and difficult times. Lord Alness 
appealed to those present to do all in their power to 
give a lift forward to this enterprise of truly national 
importance. Sir Walter Monckton said that the 
Tavistock Clinic is a war baby, for it was founded on 
the experience of the last war. Today it has a still 
greater opportunity. Many good men suddenly 
taken from civilian work and put into the Services are 
likely to be assailed by neurosis, and the more sensi- 
tive and responsible the man the greater the likeli- 
hood that he will suffer from nervous disorder. The 
Tavistock Clinic is able to help these people and such 
a task cannot be abandoned in wartime. The aim 
of psychological medicine is the cure of the individual 
soul. If the present war is one of nerves and wills, 
those who are happy enough to avoid nervous ailments 
must steel their wills lest they should throw away for 
the sake of living everything that gives value to life. 

Colonel J. R. Rees, medical director of the clinic, 
said that the appeal for financial support at the 
luncheon was a breach of custom dictated by necessity. 
A charity helping the morale of the country is a 
real war charity, and as consultant to the Army he 
finds the clinic’s research work invaluable. The 
council’s aim is to provide psychological treatment for 
every man and woman in the country through local- 
authority clinics and National Health Insurance. 
The times hold an illuminating challenge. This 
struggle against international delinquency and on 
behalf of sanity, for this country and all Europe, is 
largely a psychological one, and in building up an 
effective prophylaxsis the clinic can, if properly 
supported, play an important part. 


MEDICAL LIBRARY WITH THE B.E.F. 


THE medical library established by the council of 
the Royal College of Surgeons of England for the use 
of medical officers serving in France was opened in 
March at one of the medical bases of the B.E.F. 

The original funds allocated by the college have 
been supplemented by grants from the Royal Society 
of Medicine and the editorial committee of the 
British Journal of Surgery. Many authors of text- 
books and monographs have presented copies of their 
works and several medical periodicals have been 
supplied free by their editors. The original scheme 
has been expanded so that every branch of medicine 
and surgery is represented on the shelves and at least 
two journals in each specialty are available. Gifts 
of books and periodicals have been received not only 
from the United Kingdom but from France and the 
United States. The library is housed in two rooms 
provided by the British Red Cross Society in its head- 
quarters at the medical base. The society has also 
undertaken to be responsible for the transport of 
books and periodicals from London. This has 
effected not only a great saving in the cost of transport 
but in the time taken for the packets to reach the 
library. 

There are now 57 periodicals and 260 volumes on 
the shelves. These form a most effective working 
collection which grows week by week to keep pace 





with requests from readers. In addition to the usual 
standard texts, books tae been provided to enable 
junior officers to continue their studies for the higher 
diplomas in medicine and surgery. 


QUININE SUPPLIES AND THE INVASION OF 
HOLLAND 


As a consequence of the German invasion of Holland 
and Belgium the outlook on several commonly pre- 
scribed drugs is temporarily obscured. The most 
important of these is quinine, and while there is no 
reason to suspect a shortage of supplies of this drug 
in this country the fact that the world market for the 
alkaloid is controlled from Amsterdam and that more 
than 90 per cent. of the raw material, cinchona bark, 
is produced in the Netherlands East Indies suggests 
the advisability of economy in the use of stocks at 
least until it is possible to form an opinion as to the 
——— of replenishing them. Other drugs derived 
chiefly from Holland are caffeine and theobromine. 
Supplies of both of these products are slight and the 
prices of both were already far in excess of the pre-war 
figures before the most recent extensions of the war. 
Two of the vegetable drugs for which this country 
depends largely on Belgium are valerian root and 
camomile flowers; the former is collected in the 
autumn and the latter in the late summer. Both 
these drugs are cultivated in England but not on 
anything like the scale needed to satisfy the demand. 


HARVEY CUSHING’S LAST BIRTHDAY 


THE Harvey Cushing Society have recorded their 
celebrations in honour of their patronym at his 
seventieth birthday on April 8 last year in an unusual 
book (Harvey Cushing’s Seventieth Birthday Party. 
Bailliére. 27s. 6d.) It includes the programme of the 
scientific proceedings ; the speeches at the dinner at 
which the society presented Dr. Cushing with a 
bibliography of his own writings ; a selection of the 
many letters and telegrams from friends, pupils and 
patients ; and reprints of valedictory articles in the 
medical press. At the end there is an account by 
Henry Viets of Cushing as a student and house- 
surgeon at the Massachusetts General Hospital in the 
nineties. The birthday, Cushing’s last, was evidently 
a felicitous occasion, with ‘‘ the Chief’’.in his best 
form, distributing shafts of that kindly but terribly 
discerning humour which the recipients could never 
resist. To absent friends this book will bring cheer 
and comfort. Others will marvel that one man could 
have earned so many tributes of personal affection 
and gratitude, and that he could have found time to 
cultivate his large family of friends, pupils and patients 
during forty years of exacting toil. 


RED CRESCENT HOSPITAL, CAIRO 


This special hospital has the task of canalising part 
of the flood of traumatic material which tends to 
overwhelm the surgical activity of Cairo. Of 1404 
admissions to this hospital 692 were fractures. The 
bulk of its second annual report is therefore devoted 
to their consideration. Fracture treatment is 
dominated by the Béhler technique, so much of which 
is really French, though other methods take due place 
—the Smith- Petersen nail for example, which we 
note the surgeon in charge, Dr. Kamel Hussein, 
F.R.C.S., prefers to introduce by the Broque tech- 
nique. Clear reproductions of X-rays will be found 
on almost every page, and there is everywhere 
evidence of enthusiasm and hard work. Details of 
varieties of treatment which were given in the first 
report have been excluded from this one, and it is 
difficult to be clear, for example, whether wounds are 
completely closed after operative cleansing of com- 
pound fractures, and whether any antiseptic enters 
into that phase of the treatment. Bitter experience 
teaches how sudden disaster, from gas-gangrene or 
septicz#mia, will spoil a long series promising perfec- 
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tion. The report also deals with 84 cranial and 
abdominal injuries and a number of .burns and 
wounds. Dr. Hussein and his co-workers have 
great opportunities for sifting and developing méthods 
and we look forward to further accounts of their 
activities. It will give real pleasure to many to see 
the name of Aly Ibrahim Pasha, that most skilled 
surgeon-administrator, as president of the society 
under which this work has been done. 


TREATMENT OF HEAD LICE 

THE makers of Jeyes Fiuid have sent us a leaflet 
recommending the following procedure for getting 
rid of Pediculi capitis. 

1. Put a dessertspoonful of Jeyes Fluid in a quart of 
fairly hot water. 

2. Wet all the hair with the solution, and, after rubbing 
the head well with a tablet of toilet soap, shampoo the 
head, using sufficient of the solution to create a generous 
lather, which should be rubbed in for a couple of minutes. 

3. Sponge the head with the solution to remove any 
lather that remains, and repeat the process of shampooing 
with soap. 

4. While there is still a lather on the head from the 
second application, put a towel round the head in the form 
of a turban, and if time permits leave it on for an hour ; 
then wash the head with soap and warm water, and rinse 
with lukewarm water. After drying, comb the hair with 
a very fine comb, and also brush it thoroughly over a 
newspaper, which should afterwards be carefully folded 
and burnt. ; 


THE PHARMACEUTICAL REGISTERS 


ACCORDING to the annual report for 1939 of the 
council of the Pharmaceutical Society, presented at 
the annual meeting on May 15, the number of names 
on the registers of Pharmaceutical Chemists and 
Chemists and Druggists was 24,661 (an increase of 
171). Of these 1578 were registered as pharma- 
ceutical chemists, an increase of 51. The number of 
apprentices or students registered during the year was 
651, an increase of 26, and the number of registered 
premises was 15,381, an increase of 44. 


JOHNS HOPKINS STUDENTS 


‘Miss Susie Slagle ’’ (Heinemann. 8s. 6d.) kept 
a boarding-house for medical students at Johns 
Hopkins and apparently acted as moral tutor and 
mother-confessor to her guests. Miss Augusta Tucker 
tells us the story of one generation of Miss Susie’s 
students, a mixed bag of characters differing widely 
in origin, ability and achievement. The novel is said 
to be in production as a film and was obviously 
written with that end in view. The cover states 
that it is ‘‘ sweeping America,’’ which may be true 
or mere wishful thinking on the part of the publisher. 
Ingenuous and sentimental to the point of being 
saccharine, it is unlikely to sweep this country. 


AN INDEX OF PHYSICAL TYPE 
THE great difficulty in discussing the pros and cons 
of Kretschmer’s theory of correlation of mental and 
physical types has been the absence of a reliable 
definition and standard. Raymond Pearl (Amer. J. 
phys. Anthrop., March 30, 1940, p. 26) has exposed 
the fallacies of the indices previously suggested and 

has put forward another to take their place : 


100 (chest girth + 
height 


belly girth) 


This index has been applied to the measurements of 
a series of apparently healthy men, of whom one 
group later died of cardiovasc ular disease, a second 
group of tuberculosis, and a third of diabetes. The 
results show that, as a group, the persons who died of 
tuberculosis differed in physical type from those who 
died of diabetes. Those who became tuberculous 
were at the asthenic end of the scale of physical types ; 
those who became diabetic were pyknic ; and those 
who later developed cardiovascular disease were of 
an intermediate physical type. 


NOTES, COMMENTS AND ABSTRACTS 
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Week beginning May 20 
ROYAL COLLEGE OF PHYSICIANS, Pall Mall East, S.W.1. 

TUESDAY—2.30 P.M., Dr. George Graham: Second Croonian 
lecture. 

ROYAL SOCIETY OF MEDICINE, 1, Wimpole Street, W.1. 

TUESDAY 

Pathology—5.30 P.M.—demonstrations at the Bland-Sutton 
Institute, Middlesex Hospital, W.1. 

THURSDAY 

Urology—3 P.mM.—annual general meeting. 
mens, demonstration of instruments. 

FRIDAY 

Disease in Children—2.45 P.M., annual general meeting. 
Cases. 

Epidemiology and State Medicine—5 P.M., annual general 
meeting. Dr. N. M. Goodman: The Teaching of Social 
Medicine. Miss Cherry Morris (almoner of St. Thomas’s 
Hospital) will also speak. 

ROYAL MEDICO-PSYCHOLOGICAL ASSOCIATION. 

WEDNESDAY—2.30 P.M. (11, Chandos Street, W.1.), quarterly 
general meeting. Dr. Joshua Bierer: Psychotherapy in 
Mental Hospital Practice. 

PADDINGTON MEDICAL SOCIETY. 

TUESDAY—9 P.M. (St. Mary’s Hospital, Paddington), Dr. C. J. 
Donelan : Epidemics in War-time. 

WEST LONDON MEDICO-CHIRU RGIC AL SOCIETY 

WEDNESDAY—8 P.M. (De Vere Hotel, 8.W.), Mr. R. Watson 
Jon Problems in the Treatme nt of Compound and 
Infected Fractures. 


BRITISH PSYCHOLOGICAL SOCIETY. 

Medical Section. 

WEDNESDAY—8.30 P.M. (11, Chandos Street, W.1). Dr. S. W. 
Patterson (for Sir Edmund Spriggs) and Dr. W. C. M. este: 
Anorexia Nervosa. 

CHADWICK LECTURE. 

TUESDAY—2.30 P.M. (London School of Hygiene, Keppel 
Street, W.C.1.), Prof. 8. P. Bedson, F.R.S.: Human Virus 
— of Animal Origin—their Mode of Spread and 
Contro 


BRITISH POSTGRADUATE MEDICAL SCHOOL, Ducane 
Road, W.12. 

WEDNESDAY—11.30 A.M., clinico-pathological conference 
(medical): 2 p.M., Prof. J. H. Dible: Pathology of _— 
gitis. 3 P.M., clinico-pathological conference (surgical). 

THURSDAY—? P.M., Dr. Duncan White: radiological confer- 
ence. 

FRIDAY—2 P. M., clinico-pathological conference (gyneco- 
logical). 2.30 p.M., Mr. V. B. Green-Armytage: sterility 
clinic. 2.30 P. M., Dr. Hinds Howell: ward clinic. 

DAILY 10 A.M.-4 P.M., medical clinics, surgical clinics and 
operations; obstetrical and gynecological clinics and 
operations. 1.30-—2 P.M., post-mortem demonstration. 

MEDICO-LEGAL SOCIETY. 

THURSDAY.—8 P.M. (26, Portland Place, W.1), Dr. Hugh 

Grierson: The Medical Examination of Prisoners. 
FELLOWSHIP OF BRPICINS AND POSTGRADUATE 
MEDICAL ASSOCIATION, 1, Wimpole Street, W.1. 

MonpDaAY and THURSDAY—5 P.M. (Brompton Hospital, 8.W.3), 

R.C.P. course in chest diseases. 


Cases and speci- 





Appointments 


DunwLop, P., J.L., M.D. Glasg., D.P.H., D.T.M. & H., county 
medical officer of health for Hertfordshire. 

Farson, J. B., M.B.Glasg., assistant resident surgical officer 
in the obstetrical, gynecological and children’s depart- 
ments at St. Mary’s Hospitals, Manchester. 

ey ym IRENE, M.B. Leeds, assistant school medical officer 
or Leeds. 

HEWITT, SELWYN, M.B., B.Hy. Durh., D.P.H., temporary 
resident assistant medical officer, tuberculosis wards, 
Withington ee. Manchester. 

Hinurarp, L. T., M.B. Camb., D.P.M., deputy medical rt olga 
tendent (Leinporary) at the Fountain Hospital, L.C 

LAWLER, A. M.D. Winnipeg, M.R.C.O.G., resident —~ 
officer im the obstetrical, gy neecological and children’s 
Gopeptemate at St. Mary’s Hospitals, Manchester. 

Mackay, 8. G. M., M.B. Durh., resident medical officer at the 
General Hospital, oe y tyne 

Mirus, J. P. Tynan, L.R.C.P.E., temporary deputy medical 
superintendent at Park Prewett Hospital, Basingstoke. 

Colonial Medical Service.—The following appointments and pro- 
motions are announced : 

MERSON, ( »,, M.B. Aberd., medical officer, Zanzibar. 

FERGUSON, V. L., M.B. Aberd., D.P.H., D.T.M. & H., deputy 
director of medical services, Trinidad. 

FRASER, E. M., M.B. Edin., senior oo officer, Gold Coast. 

GREER, W. N., M.D. Edin., D.T.M. & H., senior medical 
officer, Gold Coast. 

The Chief Inspector of Factories announces a vacancy for an 
examining surgeon at Battle, Sussex. 

Examining Surgeons under the Factories Act, 1937: Dr. G. 8. 
MorGAN, Horsham, Sussex; Dr. K. P. D. GRIFFITHS, 
Llanwrtyd Wells, Brecon. 





